Adverse life experiences and quality of life among senior citizens of Bhutan by Dorji, Nidup
  
 
 
 
ADVERSE LIFE EXPERIENCES AND QUALITY OF LIFE  
AMONG SENIOR CITIZENS  
OF BHUTAN  
 
NIDUP DORJI 
 
ADVERSE LIFE EXPERIENCES AND QUALITY OF LIFE 
AMONG SENIOR CITIZENS OF BHUTAN  
 
 
Nidup Dorji 
BSN, MPH 
 
 
Submitted in fulfilment of the requirements for the degree of 
 
 
Doctor of Philosophy  
 
 
School of Public Health and Social Work 
 
 Faculty of Health 
Queensland University of Technology 
 
November, 2016 
 
 i 
Adverse Life Experiences and Quality of Life among Senior Citizens of Bhutan i 
ABSTRACT 
The world population is ageing at an unprecedented rate, which is faster now in the 
developing countries than in the economically developed world. Asia accounts for 
more than half of the global population. The number of Bhutanese older people 
(aged > 60 years) is expected to increase from 4.7% in 2005 to 11.2% in 2045, at a 
population growth rate of 1.8% per annum. Improved health, increased access to 
education, and economic growth have contributed to longer life expectancy. The 
steady growth of the older population presents many challenges to families, 
communities, and societies, particularly for sustainability of health care, pensions 
and social benefits, and the preservation of quality of life and wellbeing.  
Older people have traditionally been held in high esteem for their wisdom, their 
roles as heads of families, and their effective mediation in conflict resolution. 
However, trends such as urbanisation and modernisation, which tend to change 
family structures and cohesion, affect the support and care of older family 
members. In Bhutan, many people have expressed concern about the survival of the 
much - revered traditions of extended family systems. With more and more people 
moving to urban areas in search of a better future, senior citizens are being left 
behind in the rural communities, often to fend for themselves.   
In Bhutan, there has been limited research into factors influencing quality of life 
(QOL) and wellbeing among older people. Globally, however, research into 
determinants of wellbeing among elders has a long history and the findings are very 
complex. The present study provides a broad overview of that research, but the 
particular focus here is on the effects of adverse experiences across the lifespan on 
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quality of life of people aged over 60 years. Adverse childhood experiences (ACEs) 
and stressful life events (SLEs), both distal and proximal during adulthood, are found 
to have significant associations with physical and mental health of adults. In Bhutan, 
the impact of adverse experiences on health, wellbeing and QOL has not been 
explored among older people. In order to address this gap, this study applied a 
sequential exploratory mixed-methods design to examine the relationships 
between adverse experiences - during childhood, in early and middle adulthood, 
and in the preceding year – and the QOL and wellbeing of Bhutanese older people.   
The study commenced with an exploratory qualitative phase employing three focus 
group discussions (FGDs) and 30 in-depth interviews (IDIs) with older people of 
Bhutan. Survey interviews were completed with 337 older people living in four 
geographical locations of Bhutan through face-to-face interviews by trained 
interviewers. A survey instrument was carefully developed through the modification 
of relevant international instruments as well as the information from the qualitative 
phase. The reliability and validity of the instrument were enhanced through 
systematic procedures. Cultural appropriateness was considered in the design and 
implementation of qualitative and quantitative phases.  
The IDIs and FGDs provided information about education, employment, wealth, 
property, and health conditions as the frequently reported factors influencing QOL. 
Family-related factors, spirituality and meeting basic minimum needs in life also 
played important roles for QOL among elderly people. Enforced child labour was the 
most frequently reported early adversity, while death of children was the most 
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serious life event during adult years. The findings from the first phase were valuable 
and suggested important variables for the survey instrument development. 
The quantitative survey confirmed that forced labour contribution followed by 
having to assume an adult role while still a child were the most prevalent early 
adversities. The death of parents or children, a period of time when the person was 
not able to feed and clothe children due to severe poverty, loss of crops or animals 
impacting livelihood, damage due to natural calamities, and the experience of 
children leaving the household were common SLEs. In terms of health and 
wellbeing, frequent back pain, visual impairment, disease of the joints, fatigue, 
depression, insomnia, memory decline, high blood pressure and diseases of the 
lungs were most commonly reported. Various serious health problems, such as 
disease of the lungs, high blood pressure, diabetes, gout, visual impairment, 
depression, insomnia, and memory decline were significantly associated with ACEs. 
A wide range of demographic characteristics, physical and mental health conditions, 
ACEs, SLEs, and social connectedness were significantly associated with reduced 
quality of life and wellbeing. However, age and marital status were not found to be 
related to QOL. 
After controlling for socio-demographic characteristics, multiple linear regression 
found that cumulative health problems and psychological distress, spirituality and 
social connectedness were significant and independent correlates of overall QOL. 
The cumulative health problems and psychological distress also predicted wellbeing 
and health-related quality of life (HRQOL).  
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This is the first study to investigate QOL and its determinants among older people in 
Bhutan applying both qualitative and quantitative methods. The study contributes 
insights into previously un-researched issues affecting older people in Bhutan and 
may assist development of socially and culturally appropriate interventions to 
promote health, wellbeing, and QOL of older people. Hopefully, the work will be 
used to inform policy makers about the probable effects of adverse life experiences, 
especially the adverse childhood experiences that appear to have impact into late 
adulthood.  
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CHAPTER 1: INTRODUCTION  
1.1 Background of the Study  
Bhutan is known for promoting the concept of Gross National Happiness and for 
integrating the consideration of wellbeing into all government programs. The 
concept of Gross National Happiness was developed by the fourth monarch in the 
early 1970s. Although Bhutan claims to be one of the happiest countries in South 
and South-east Asia, there is limited evidence to support the claim. According to the 
“World Happiness Report” of 2016, Bhutan ranked 84th among 157 countries 
(Helliwell, Layard, & Sachs, 2016). A recent study found 43.4% of Bhutanese 
identified being happy (i.e., being extensively or deeply happy), which was nearly a 
3% increase from 40.9% in 2010 (Ura, Alkire, Zangmo, & Wangdi, 2015).  
Bhutanese older people have traditionally been held in high esteem for their 
wisdom, role as head of families and as effective mediators in conflict resolution. 
However, with globalisation, there has been much social change in family 
structures, with adverse effects on support and care of elderly family members 
(Kabir, Szebehely, & Tishelman, 2002). Breakdowns in family values and the 
framework of family support are speculated to lead to a host of psychological 
illnesses (Ingle & Nath, 2008). Increasing urbanisation, economic modernisation, 
changes in gender roles, decline in the fertility rate, and mobility of the populations 
have brought some disintegration of family and community, cohesion and 
cooperation, most notably affecting the cohesion of the extended family (Helman, 
2007; Thinley, 2002). The 2015 Gross National Happiness survey findings confirmed 
a decline in the sense of belonging to communities (especially in the urban areas), 
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family relationships and perception of safety from crime and violence. This indicates 
a decrease in the contribution of community to the overall wellbeing of the people 
of Bhutan (Ura, et al., 2015).  
Bhutanese communities are largely agrarian with nearly 70% of the population 
living in rural areas according to the national population census of 2005 (National 
Statistics Bureau, 2005). However, more and more people are observed to be 
moving to urban areas, particularly over the last few decades, in search of better 
economic futures (Gurung & Seeland, 2008), leaving behind older adults in the rural 
communities sometimes to fend for themselves (Sharma, Singh, Jadhav, & 
Mahapatra, 2013), which may cause feelings of isolation (Connelly & Maurer-Fazio, 
2016). In recent times, the nuclear family structure is increasingly the norm in urban 
areas. The rural-urban migration creates pressure on jobs and accommodation in 
the cities. As a result of migration of younger people, the older people need to 
depend on others outside the family for their livelihood and support. 
Till date, there are no public or private facilities designed specifically for older 
people in Bhutan. There is no pension scheme for the general population, and the 
National Pension Plan at present covers employees such as civil servants, 
employees of the State Owned Enterprises and Joint Sector Companies who draw 
monthly salary1. However, to lay foundation for social security especially among 
older people in Bhutan, the Royal Society for Senior Citizen (RSSC) was established 
in 2011 under the command of His Majesty the fifth King of Bhutan as one of the 
Civil Society Organizations (United Nations Development Program & Royal Society 
                                                 
1
 Available at http://www.nppf.org.bt/?page_id=49  
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for Senior Citizens, 2012). Nonetheless, the organization is still in its infant stage in 
carrying out its activities and obligations.  
At the present time there is no official age for retirement in private and public 
sector in Bhutan, although the pension scheme contributors (mostly civil and 
corporate servants as mentioned above) are expected to work and contribute until 
she or he reaches at least a minimum of 56 years of age. Most of the population 
lives in rural areas and are small scale farmers for whom there is no fixed 
retirement age.  
Preservation and promotion of culture is one of the pillars of Bhutan’s development 
philosophy of Gross National Happiness. The Constitution of the Kingdom of Bhutan 
enshrines a separate article on culture preservation (The Royal Government of 
Bhutan, 2008). However, tradition and culture are being changed by contemporary 
economic development, information and communication technology, 
regionalisation and globalisation (Jensen, Arnett, & McKenzie, 2011; Lees, 2011; 
Pieterse, 2015).  
Over the last 30 years of research into what influences happiness globally, a great 
deal has been learned. Every individual’s experience is influenced by their genetic 
make-up, but the kind of person we become depends on the interactions between 
genes and the environments we encounter. In other words, interactions between 
personal internal and external factors determine wellbeing. Physical and mental 
health, family experience, education, gender and age are the key personal features, 
while income, work, community and governance, values and religion are the 
external factors that determine happiness (Layard, Clark, & Senik, 2012).   
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As population ageing increases worldwide, knowledge about the factors influencing 
QOL and wellbeing in old age has become more important. In the Bhutanese 
context there are limited studies with older people. The government’s GNH surveys 
of both 2010 and 2015 reported that happiness tends to decrease with age (The 
Centre for Bhutan Studies, 2010; Ura, et al., 2015). Likewise, quality of life also 
frequently declines with increasing age (The Centre for Bhutan Studies, 2010). There 
are many contributing factors. One possible reason is that younger generations are 
wealthier than their elders (Ura, Alkire, Zangmo, & Wangdi, 2012). Reduced QOL 
could also be due to declining care in the families (Ura, et al., 2012). It could also 
arise because of the deteriorating health conditions with the natural ageing process 
(Ura, et al., 2012). The declining support for the older people - especially from 
family, but also from society poses - challenges in ensuring the wellbeing of the 
growing number of older citizens (World Health Organization, 2011).  
Stressful Life Events (SLEs) have been found to be associated with both physical and 
mental disorders (Tosevski & Milovancevic, 2006). The impact of SLEs on health may 
vary depending on the individual’s perception of such events as a threat or a 
challenge (Klages, Weber, & Wehrbein, 2005). Longstanding illnesses and 
accumulated trauma and stresses throughout life have been associated with lower 
quality of life (Blane, Higgs, Hyde, & Wiggins, 2004; Park et al., 2016).  
Adverse Childhood Experiences (ACEs) are strongly associated with poor mental and 
physical health of adults (Monnat & Chandler, 2015; Springer, Sheridan, Kuo, & 
Carnes, 2007). People with more ACEs tend to have higher probabilities of engaging 
in risky lifestyle behaviour and consequently suffer from poor health and wellbeing 
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as they age (Fang, Fry, Brown, et al., 2015; Fliege, Lee, Grimm, & Klapp, 2009; 
Ramiro, Madrid, & Brown, 2010). A lot of age-related health problems are rooted in 
early life experiences and living conditions (World Health Organization, 2011). The 
prevalence of ACEs and their effects on older adults in Bhutan are unknown at this 
time.  
The aims of this study are to describe the prevalence of common adverse life 
experiences and common physical and mental disorders among older people in 
Bhutan. It aims to assess how ACEs, SLEs, health conditions, spirituality, social 
connectedness, and demographic characteristics may influence QOL among elderly 
people in Bhutan. Insights gained should inform efforts to promote QOL and 
wellbeing.  
The study employed a combination of qualitative (in-depth interviews, focus group 
discussions) and quantitative (structured surveys) approaches to investigate 
determinants of quality of life and wellbeing among older people. The findings were 
triangulated to get a clear view on the QOL and wellbeing, and their main 
determinants. This study was the first of its kind in Bhutan.   
1.2 Background of the Kingdom of Bhutan  
Bhutan is a small Himalayan kingdom sandwiched between Tibet in the north and 
India in the south, east and west. Bhutan is entirely a mountainous country except 
for a strip of plains in the south. It covers approximately an area of 38,394 square 
kilometres with an elevation ranging from 160 metres above the sea level at the 
southern foothills to more than 7500 metres high in the north. About 70.5% of the 
country is covered with forests (National Statistics Bureau, 2015b). In fact, the 
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Constitution of Bhutan demands a minimum of 60% of Bhutan’s total land to be 
maintained under forest cover for all times (The Royal Government of Bhutan, 
2008). Nearly 3% of the land is cultivated or agricultural areas; 7% of the land has 
year-round snow or glaciers. The population of Bhutan in 2015 was estimated at 
757,042, with more males (52%) than females (48%). Approximately 5% of the 
estimated population is composed of elderly people (National Statistics Bureau, 
2015b). The sex ratio of the resident population is 108 males per 100 females 
(National Statistics Bureau, 2015a). The total fertility rate was 2.6 children per 
woman in 2010 (National Statistics Bureau, 2011). In 2005, about 70% of the 
Bhutanese population resided in rural areas, and the remaining population lived in 
the urban centres (National Statistics Bureau, 2005). The national literacy rate 
estimated by the Population and Housing Census of 2005 for Bhutanese stood at 
69.1% for men and 48.7% for women (National Statistics Bureau, 2005). Prior to the 
1960s, men in Bhutan had more access to traditional monastic education, but the 
country moved to a more modern education system after it began to expand during 
1960s (Pain & Pema, 2004). Bhutanese women at that time had more difficulty 
accessing education for a number of reasons, including the responsibilities for the 
household economy (Pain & Pema, 2004). In Bhutan, women are constitutionally 
guaranteed equal rights (Kuensel, 2015).  However, lower educational attainment 
by Bhutanese women across all levels of education from primary to post-graduate 
levels was still evident in the 2015 happiness survey (Verma & Ura, 2015).  
Bhutan has had a peaceful history with no foreign invasion or colonization, and 
remained a sovereign state as a result of its geographical isolation (Phuntsho, 2013, 
p. 63). There are three ethnic groups: the Ngalong of the west, the Sharchop of the 
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east and the Lhotsampa of the south (Chuki, 2015). Dzongkha is the only written 
local and official language so far widely spoken by people of western Bhutan. 
Tshanglalo is a native language of the eastern people, and Lhotshamkha is spoken 
widely by people of southern Bhutan (Phuntsho, 2013).  
Administratively, Bhutan is divided into 20 districts and 205 blocks at local levels, 
and at the centre, the government is comprised of 10 ministries with their 
constituent departments and divisions. Since the establishment of monarchy in 
1907, Bhutan observed notable changes in policy during the third monarch who 
began to share power with other institutions. The country held the first full 
democratic elections in 2008 (Turner, Chuki, & Tshering, 2011). When Ugyen 
Wangchuk became the first king of Bhutan ruling for 19 years (1907-1926), the dual 
system of administration (religious and secular) came to an end and authority was 
centralised. He introduced western-style schooling at the same time while fostering 
the traditional religious base of the country (Gallenkamp, 2011). The second 
monarch reigned for 26 years (1926-1952). He further centralised administration, 
although authority remained cautious about the modernization policy of his father. 
Although he began to reform the tax system, no major changes occurred in the old 
feudal structure of Bhutan’s economy (Gallenkamp, 2011). It was during the reign of 
third monarch (1952-1972), Bhutan observed considerable changes in the system of 
government, abolished payment of taxes, slavery and serfdom (Gallenkamp, 2011). 
From 1960 onwards, modernization and development was further formalised in the 
five year plans with primary focus on the improvement of infrastructure such as 
building of roads connecting the North to South and East to West (Gallenkamp, 
2011). It may be during this time the traditional labour system comprised of 
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compulsory labour forces from all sections of society. Labour was also a form of tax 
that individuals between 18 and 60 years old had to contribute to the government 
(Chhetri, 2011). After strengthening infrastructures, the focus of the development 
shifted towards education and healthcare ensuring the commitment of monarchy to 
the people of Bhutan (Gallenkamp, 2011). The process of ongoing development and 
modernization in areas of political sphere and economy were complemented by 
strengthening in rural areas under the reign of fourth King of Bhutan (1972-2006). 
He propounded the concept of Gross National Happiness, in essence that economic 
development and modernization in general have to be taken to include the 
wellbeing of the people, not only in materialism but also in spiritual and social 
terms (Gallenkamp, 2011). After instituting the state as a constitutional monarchy 
(Bothe, 2015), Bhutan became one of the youngest democracies in the world after 
100 years of benevolent monarchy (1907-2008) in March 2008 (Bothe, 2015; 
VanBalkom & Sherman, 2010). The current king officially took over the official 
functions of the throne in 2006 after the abdication of his father. Buddhism (81%), 
Hinduism (17.8%), and Christianity (1.2%) are the religions practiced in Bhutan (Ura, 
et al., 2012). 
1.3 Healthcare System in Bhutan 
The current Bhutanese health care system is built on the strong foundation of 
primary health care (PHC) which is based upon the Alma-Ata Declaration of 1978 
(Tobgay, Dorji, Pelzom, & Gibbons, 2011). From just two hospitals and 11 
dispensaries in 1961 (Tobgay, et al., 2011), Bhutan today, supports healthcare 
services to its citizens through 32 hospitals and 205 basic health units scattered 
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across the country (Adhikari, 2016). All forms of healthcare services and expenses 
including referrals for treatment outside of the country are borne by the Royal 
Government of Bhutan (Adhikari, 2016; Tobgay, et al., 2011). Healthcare practice in 
Bhutan is heterogeneous with the integration of allopathic and traditional 
medicines into the national health system with the former being practiced as the 
most common types (Adhikari, 2016; Wangchuk, Wangchuk, & Aagaard-Hansen, 
2007). In recent years, private sector engagement in healthcare has emerged for 
private diagnostic centres and retail pharmacies in major towns of Bhutan (Adhikari, 
2016).     
1.4 Study Locations and Sample  
Within the limited resources of this doctoral research project, it was not feasible to 
recruit a true random sample of the older Bhutanese population, especially given 
the topography of the country and dispersion of the rural villages and farms. The 
sampling sites were convenient locations in the communities of the four main 
commercial towns in Bhutan where older adults often come to socialize, especially 
at the religious sites. From the exploratory interviews, participants’ ages ranged 
between 60 and 80 years, with more than three quarters having no formal 
education background. Half of the participants were widowed. The majority of them 
were Buddhist. For the cross-sectional survey, the projected survey sample was 
330.      
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Figure 1.1: Location of Bhutan in South Asia 
1.5 Significance of the Study  
This study contributes to international research into the QOL of older people by 
providing the first in-depth analysis in Bhutan. Up to now, there has been no 
systematic study conducted on the determinants of QOL in Bhutan in relation to 
ACEs and SLEs that examines the relationships between ACEs, SLEs, QOL and 
wellbeing. The study aims to provide a deeper understanding of how these 
processes influence older people in the unique cultural, social, and historical 
context of Bhutan. This study was the first of its kind in Bhutan to explore 
comprehensively, the predictors of older people’s QOL and wellbeing. 
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1.6 Structure of the Thesis   
The thesis has eight chapters: 
Chapter 1 provides the background, brief description of the study locations, aims 
and objectives of the study, significance and the structure of the thesis.  
Chapter 2 reviews relevant literature related to QOL, wellbeing and HRQOL. The 
chapter begins by outlining the research strategy adopted for the literature review, 
followed by a discussion of the global scenario on ageing, and definitions of QOL 
and wellbeing, determinants of QOL and wellbeing, SLEs and ACEs and their 
influence on QOL and wellbeing. The chapter concludes with the aims and 
objectives, including the research questions.  
Chapter 3 describes the study methodology. First, it describes the design and the 
phases involved in this study. Second, it provides a brief discussion of the study 
sites. Third, it describes the study participants and the methods employed for data 
collection in the qualitative study in phase 2, and the quantitative survey in phase 3 
of this study. Chapter 3 then describes the development of the survey instrument 
and its pre-testing and describes the survey variables and the quality of the survey 
instrument. Finally, this chapter explains the data analysis and management for the 
exploratory study and cross-sectional survey.  
Chapter 4 presents the results from the exploratory qualitative interviews. First the 
findings from the in-depth interviews are presented, followed by the findings from 
the focus group discussions. The chapter describes how older people in Bhutan 
perceive their QOL and wellbeing and their probable determinants. The main 
purpose of this qualitative phase was to gain localised and deeper understanding of 
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the QOL and wellbeing from the perspectives of older people in Bhutan. It was also 
intended to identify important features that should be included in the quantitative 
survey. The chapter concludes with the conceptual framework that guides the 
quantitative survey. 
Chapter 5 reports the descriptive findings from the quantitative main survey. It also 
covers findings on the differences in adverse life experiences, health conditions, 
spirituality, social connectedness, wellbeing, and health-related quality of life 
(HRQOL) between genders. 
Chapter 6 presents the analysis of associations and relationships between the 
outcome variables (overall QOL and HRQOL) and the explanatory variables 
(demographic characteristics, ACEs, SLEs, physical and mental disorders, spirituality, 
and social connectedness). It also reports results of the multivariate analysis of 
overall quality of life, and HRQOL. 
Chapter 7 presents the analysis of associations and relationships between wellbeing 
and the explanatory variables (demographic characteristics, ACEs, SLEs, physical and 
mental disorders, spirituality, and social connectedness). The chapter also reports 
results of the multivariate analysis of wellbeing and concludes by reporting the 
common correlates of the overall QOL, wellbeing, and HRQOL.  
Chapter 8 includes discussions that triangulate findings from the qualitative study 
and cross-sectional survey, and compares these findings with prior research 
internationally. This is followed by discussion on the strengths and limitations of the 
research project, the implications for future research and recommendations for 
public health practice.  
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CHAPTER 2: LITERATURE REVIEW  
Introduction 
This chapter reviews literature pertaining to QOL and wellbeing, and their 
predictors including ACEs, SLEs, physical and psychological health conditions, 
spirituality, and social connectedness. The first section describes the literature 
search strategy. The next section discusses the global ageing scenario, followed by 
consideration of the main definitions of QOL and wellbeing. The chapter then 
reviews factors related to QOL and wellbeing in older populations, and concludes by 
framing research questions to be addressed in this study.  
2.1 Search Strategy  
A search was carried out for studies documenting QOL and its predictors among 
elderly people in all regions of the world. Databases including ProQuest, PsycINFO, 
Web of Science, Science Direct, Google Scholar, Medline and PubMed, Scopus, 
CINAHL, and Cochrane Library were utilized. Key terms included: Quality of life, 
older adults/elderly people/old people/senior citizen, health, spirituality, sense of 
belonging, psychological health, social connectedness/support/relationship, ageing, 
happiness, wellbeing, adverse childhood experience, and stressful life events. 
Boolean operators such as “OR” and “AND” were used to combine search terms. 
Table 2.1 shows an example of the streamlined search result using PubMed 
database. Although keen interest in QOL studies has been demonstrated 
worldwide, very little research has been done in Bhutan in relation to QOL and its 
determinants among older people. To the best knowledge of the researcher, there 
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has been no research done so far on adverse life experiences in relation to QOL and 
wellbeing in Bhutan.  
2.2 Global Ageing Scenario  
Ageing is affecting all countries of the world (Beard et al., 2015). The pace of 
population ageing is faster in developing countries compared to developed 
countries (Beard & Bloom, 2015; Mudey, Ambekar, Goyal, Agarekar, & Wagh, 2011; 
Suzman, Beard, Boerma, & Chatterji, 2015). People over 60 years of age are 
projected to reach one billion by 2020 and almost two billion by 2050, representing 
about 22% of the world’s population (Bloom, Canning, & Fink, 2010).  
The number of Bhutanese older people (aged 60 years and above) is predicted to 
increase from 4.7% in 2005 to 11.2% in 2045, at a growth rate of 1.8% (Gross 
National Happiness Commission, 2010). Improved health, economic growth, and 
increased access to education are said to have led to lower fertility rates and longer 
life expectancy in every region (Population Reference Bureau staff, 2010). 
Reductions in infant and child mortality as a result of reduction in infectious 
diseases, and decrease in mortality in older adults from non-communicable diseases 
(NCDs) both contribute to increased life expectancy (Mathers, Stevens, Boerma, 
White, & Tobias, 2015).   
While population ageing in one sense represents a human success story, reflecting 
the benefit of treating preventable causes of early death, ageing has a potent effect 
on the pattern of chronic diseases in populations (Beaglehole et al., 2011). Indeed, 
population ageing is the biggest driver of the considerable rises in the prevalence of 
chronic conditions (Suzman, et al., 2015) that are the major causes of death and  
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Table 2.1: Example of output from literature search using PUBMED database 
Search 
No. 
Search term Search options  Results 
S1 "quality of life" Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
51763 
S2 ("quality of life" OR Wellbeing 
OR Happiness OR "life 
satisfaction") 
Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
53530 
S3 ("quality of life" OR Wellbeing 
OR Happiness OR "life 
satisfaction") AND ("elderly 
people" OR "older people" or 
"senior citizens") 
Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
1972 
S4 ("quality of life" OR Wellbeing 
OR Happiness OR "life 
satisfaction") AND ("elderly 
people" OR "older people" or 
"senior citizens") AND Asia 
Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
292 
S5 ("adverse experiences" OR 
"adverse childhood 
experiences" OR "stressful life 
events") AND ("elderly 
people" OR "older people" or 
"senior citizens") AND Asia 
Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
7 
S6 ("adverse experiences" OR 
"adverse childhood 
experiences" OR "stressful life 
events") AND ("elderly 
people" OR "older people" or 
"senior citizens") AND Bhutan 
Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
0 
S7 ("quality of life" OR Wellbeing 
OR Happiness OR "life 
satisfaction") AND ("elderly 
people" OR "older people" or 
"senior citizens") AND 
("adverse experiences" OR 
"adverse childhood 
experiences" OR "stressful life 
events") AND Bhutan 
Filters activated: Publication 
date from 2000/01/01 to 
2015/12/31, Humans, English, 
Aged: 65+ years, 80 and over: 
80+ years. 
0 
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disabilities among older adults (Beard & Bloom, 2015). In 2012, about 56 million 
global deaths were attributed to NCDs (World Health Organization, 2014). In 
Southeast Asia NCDs are responsible for 60% of deaths throughout the region (Dans 
et al., 2011). An ageing population in general includes the likelihood of suffering 
from multiple health problems (Picavet & Hoeymans, 2002; Winblad, Jaaskelainen, 
Kivela, Hiltunen, & Laippala, 2001).  
The steady and sustained growth of the older population presents many challenges 
to families, communities, health care services and other social programs (Beard & 
Bloom, 2015; Beard, et al., 2015; Lloyd-Sherlock, 2000; Population Reference 
Bureau staff, 2010).   
2.3 Definitions of Quality of Life and Health-Related Quality of Life  
The term “quality of life” first became prominent after World War II (Barcaccia et 
al., 2013, p. 188). According to Ventegodt, Merrick, and Andersen (2003), QOL 
means good life, which is the same as living a life with high quality (Ventegodt, et 
al., 2003). QOL has been defined in multiple ways and means different things to 
different people. Philosophers, theologians and political thinkers have proposed 
their own definition of QOL for centuries (Vesan & Bizzotto, 2011). Although QOL is 
a widely studied area, there is no general consensus on a single definition of QOL 
(Carr, Gibson, & Robinson, 2001). The use of this concept has increased in various 
fields of research (Gasper, 2010). It is a multidimensional, multifaceted concept 
with no clear or fixed boundaries, and is based on the belief that people recognize 
what is important to them (Bergland & Narum, 2007). Gasper (2010) argued that 
the concept should be understood as an abstract noun, an “umbrella term” (Gasper, 
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2010, p. 359) covering several different meanings (Barcaccia, et al., 2013) and all 
aspects of human life, such as the physical and mental health, psychological state 
(cognitive and emotional), social relations, economic condition, recreational 
possibilities and occupational life (Efklides & Moraitou, 2012; Gasper, 2010). It is an 
evaluative judgement based on objective and subjective indicators of one’s 
cognitive and emotional state and social life in various contexts (Oort, Visser, & 
Sprangers, 2005).  
Some authors have suggested that defining QOL in terms of life satisfaction is the 
most appropriate (Gasper, 2010; Moons, Budts, & De Geest, 2006), while others 
argue that QOL should be studied using holistic approaches (Shek & Lee, 2007). 
According to Kagawa-Singer, Padilla, and Ashing-Giwa (2010), “QOL is a subjective, 
multidimensional experience of wellbeing that is culturally constructed as 
individuals seek safety and security, a sense of integrity and meaning in life, and a 
sense of belonging in one’s social network” (Kagawa-Singer, et al., 2010, p. 59).  
Definitions of QOL are culturally dependent (Hofstede, 1984). Culture has a big 
influence on variations in the perceptions of “health and sickness, interpretations of 
symptoms, the meaning of QOL and expectations of care” (Kagawa-Singer, et al., 
2010, p. 62). 
QOL simply should not be equated to the terms of health status, life style, life 
satisfaction, mental state, or wellbeing. It is a multidimensional concept 
incorporating the individual’s perception of these and other aspects of life 
(Billington, 1999, p. 3). 
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Researchers at the University of Toronto's Quality of Life Research Unit (2013) 
defined QOL as: “The degree to which a person enjoys the important possibilities of 
his or her life” (Quality of Life Research Unit, 2013, p. 3). QOL is seen as 
multidimensional and the components are dynamic and interactive in nature. QOL 
is said to arise from an individual’s interaction with their physical and social 
environment and the level of QOL experience varies across individual’s lifespan 
(Quality of Life Research Unit, 2013).  
According to Farquhar (1995) in her article “Definitions of Quality of Life: A 
Taxonomy” the issues of family, social contacts, health, mobility/ability, material 
circumstance, activities, happiness, youthfulness and home environment were the 
most frequently mentioned dimensions of the QOL by older adults (Farquhar, 1995).   
The World Health Organization (WHO) defines QOL as: “an individual’s perception 
of his/her position in life in the context of the culture and value systems in which 
he/she lives and in relation to his/her goals, expectations, standards and concerns” 
(World Health Organization, 1995, p. 1405). The definition incorporates physical 
health, psychological state, social relationships, and environment and is based on 
subjective assessment (World Health Organization, 1995). 
When definitions and measures of QOL include self-reported physical and mental 
health, it is known as the health-related quality of life (HRQOL). At the individual 
level, HRQOL includes perceptions of physical and mental health and their 
correlates, including health risks and conditions, functional status, social support, 
and socio-economic status (SES). At the community level, it includes resources, 
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conditions, policies, and practices that influence a population’s health perceptions 
and functional status (Centers for Disease Control and Prevention, 2015). HRQOL 
can be defined as: “The value assigned to the duration of life as modified by the 
impairments, functional states, perceptions and social opportunities that are 
influenced by disease, injury, treatment or policy”(Patrick & Erickson, 1993, p. 20).  
2.4 Wellbeing  
As is the case with QOL, there is no common or single definition for wellbeing. The 
Oxford English Dictionary defines wellbeing as “the state of being comfortable, 
healthy, or happy.” This is similar to the definition of The Free Dictionary “the state 
of being healthy, happy, and prosperous” or “a good or satisfactory condition of 
existence”. Personality, age, gender, income, work, and relationships are some of 
the determinants of variation in individual levels of wellbeing (Centers for Disease 
Control and Prevention, 2015).  
In a review by Dolan, Peasgood, and White (2008), potential influences on wellbeing 
identified in the literature fell under seven broad headings: (1) income; (2) personal 
characteristics; (3) socially developed characteristics; (4) how we spend our time; 
(5) attitudes and beliefs towards self/others/life; (6) relationships; and (7) the wider 
economic, social and political environment (Dolan, et al., 2008).  
According to a meta-analysis by Luhmann, Hofmann, Eid, and Lucas (2012), 
subjective wellbeing refers to how people feel and think about their lives (Luhmann, 
et al., 2012). Based on a literature review on subjective wellbeing (SWB) in ageing, 
George (2010) argued that the terms SWB, happiness, psychological wellbeing, 
positive affect and morale can be used interchangeably. 
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Wellbeing is a concept that refers to happiness, life satisfaction and contentment, 
which are mutually interconnected. It refers to optimal functioning and does not 
necessarily imply perfect function. The concept is subjective and relative 
(McDowell, 2010). Indeed, the elements of wellbeing are closely linked with the 
concept of QOL, although they are not really synonymous (Raibley, 2012). 
Happiness alone may not be sufficient to capture QOL.  
Both wellbeing and QOL relate to satisfaction with material, biological, 
psychological, social, and cultural needs (Torani, Delgoshaei, Hosseini, BibiZiaefar, & 
Raadabadi, 2015). Lower mortality and morbidity are significantly connected to 
positive wellbeing (Diener & Chan, 2011).  
2.5 Determinants of Quality of Life and Wellbeing  
2.5.1 Age 
Age has been found to be a determinant of QOL (Bowling & Iliffe, 2011). A 
systematic review on research with older adults in China, and a cross-sectional 
study among elderly people living alone in Taiwan, revealed decline in QOL with 
increasing age (Chen, Hicks, & While, 2013; Lin, Yen, & Fetzer, 2008). Consistently, 
studies in Malaysia and Vietnam found significantly lower QOL scores with 
increasing age (Ha, Duy, Le, Khanal, & Moorin, 2014; Khan & Tahir, 2014; Minh, 
Byass, Chuc, & Wall, 2010). Age negatively affects HRQOL mostly due to decline in 
physical health (Hoi, Chuc, & Lindholm, 2010; Tajvar, Arab, & Montazeri, 2008). 
Older people manifest progressive generalized impairment of function, loss of 
adaptive response to stress, and age-related diseases (Clouston et al., 2013; Dall et 
al., 2013). 
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QOL in older age is affected by the presence of co-morbidity (Ha, et al., 2014). 
Sometimes, QOL among those aged 80 years and above is perceived to be better 
than among those aged 60-70 years (Paskulin, Vianna, & Molzahn, 2009) while 
others found continuous decline in QOL above 80 years (Raphael et al., 1997). 
According to Mercier, Peladeau, and Tempier (1998), the possibility of better QOL 
for older aged people is related to fewer expression of worries, less desire for 
change, and fewer personal projects compared to younger retired individuals. The 
ageing process can facilitate social integration, contributing to the reduction of 
perceived health problems (Mercier, et al., 1998). However, some studies have 
observed no association between advanced age and the QOL (Ali, Marhemat, Sara, 
& Hamid, 2015; Gobbens, Luijkx, & van Assen, 2012; Netuveli & Blane, 2008; Saracli 
et al., 2015). There has been limited research on this issue in developing countries.  
2.5.2 Gender 
Gender appears to be influential on QOL and wellbeing, but the direction and 
magnitude of the gender effect is variable. Men generally report better QOL than 
women (Ali, et al., 2015; Bain et al., 2003; Chen, et al., 2013; Sun, Lucas, Meng, & 
Zhang, 2011). Men have also been found to be happier than women (Ura, et al., 
2015). Women have lower perceived HRQOL (Alonso-Moran et al., 2015; Borglin, 
Jakobsson, Edberg, & Hallberg, 2005; Ferrer et al., 2015; Lima et al., 2009) and tend 
to be more depressed (Bonsaksen, 2012). Furthermore, women have significantly 
higher degrees of self-reported health complaints and greater perceived burden of 
physical disability than men (Borglin, et al., 2005; Mwanyangala et al., 2010). Men 
reported better self-rated QOL than women according to a comparative study on 
older adults in Vietnam and Indonesia (Minh, Ng, Byass, & Wall, 2012) and in China 
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(Zhou et al., 2011). A study in rural Tanzania found that women had higher odds of 
reporting poor QOL (Mwanyangala, et al., 2010).  
Although worse HRQOL among women has been widely observed, Orfila et al. 
(2006) suggested that it remains unclear if this is due to differential reporting 
patterns, or whether there is a real difference in the health status. Their data also 
suggested that the lower HRQOL reported by elderly women was mainly due to 
higher prevalence of disability and chronic conditions (Orfila, et al., 2006). Further, 
Cankovic et al. (2016) argued that gender disparity in stable employment, income 
and pensions disadvantage women and can cause mental health problems and 
lower QOL. In contrast, in studies in Nigeria and the Netherlands, women reported 
higher general wellbeing and better QOL than men (Akinyemi & Aransiola, 2010; 
Gobbens & van Assen, 2014). A similar finding of women experiencing higher QOL 
than men was reported in England. It was suggested that the difference may be 
attributed to longer life expectancy of women, with consequently greater chances 
of more women being carers than men, particularly when living as a couple 
(Netuveli, Wiggins, Hildon, Montgomery, & Blane, 2006). However, there are 
studies where gender has no effect on QOL (Ghosh, Bandyopadhyay, Bhattacharya, 
Misra, & Das, 2014; Lin, et al., 2008; Mercier, et al., 1998; Nilsson, Rana, & Kabir, 
2006; Saracli, et al., 2015).  
2.5.3 Marital Status 
Evidence supports that being married is significantly associated with better QOL and 
wellbeing (Gupta, Mohan, Tiwari, Singh, & Singh, 2014; Ha, et al., 2014). Compared 
to single marital status, the mean score of the physical (range 5-20), psychological 
(range 5-19), social relationships (range 5-19), and environmental-related QOL 
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(range 9-16) was significantly higher among married elderly (Ghosh, et al., 2014). 
Being married has been positively related to QOL (Ha, et al., 2014; Mwanyangala, et 
al., 2010; Tajvar, et al., 2008) and strongly linked to higher subjective wellbeing 
(George, 2010; Vanassche, Swicegood, & Matthijs, 2012). In a meta-analysis by 
Pinquart and Sorensen (2000), older married adults were found to enjoy higher 
subjective wellbeing compared to their unmarried peers.  
Older adults with no spouse are at high risk of low QOL (Kumar, Majumdar, & 
Pavithra, 2014). Separated and widowed respondents may have worse QOL 
compared to those in partnerships (Kyobutungi, Egondi, & Ezeh, 2010). On the 
happiness level, widowed or separated individuals have the lowest index value (Ura, 
et al., 2015). A meta-analysis has confirmed that elderly people who are unmarried 
had higher odds of reporting depression (by more than 50%) (Yan, Huang, Huang, 
Wu, & Qin, 2011). Older adults who are currently not married may feel the loss of 
intimacy and a high level of loneliness, which negatively impacts psychological 
wellbeing (Chen, et al., 2013). A systematic review and meta-analysis by Manzoli, 
Villari, Pirone, and Boccia (2007) on marital status and mortality in the elderly 
confirmed that marriage had a protective influence on mortality. Moon, Kondo, 
Glymour, and Subramanian (2011) in their meta-analysis observed a significant 
positive relationship between widowhood and mortality. Compared to married 
individuals, those widowed had higher relative risk (RR) of death (RR=1.11, 
95%CI:1.08–1.14). Those divorced/separated had RR of 1.16 (95%CI:1.09–1.23) and 
those who had never married had RR of 1.11 (95%CI:1.07–1.15) (Manzoli, et al., 
2007). van den Berg and Gupta (2015) argued that the protective influence of 
marriage on mortality for women may depend on the economic conditions, 
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especially for women in lower income countries with limited opportunity for 
individual wealth generation.  
When needs for close relationships are met either through marriage or supportive 
friendships, people are said to enjoy better physical and emotional QOL, partly 
because married people are more likely to enjoy supportive, intimate relationships 
and less likely to suffer from loneliness (Myers, 2003). In contrast, a study in rural 
Bangladesh found that marital status of elderly people was not associated with QOL 
(Nilsson, et al., 2006), which is consistent with the findings from Myanmar (Naing, 
Nanthamongkolchai, & Munsawaengsub, 2010), Turkey (Saracli, et al., 2015), and 
Serbia (Cankovic, et al., 2016). 
2.5.4 Education 
Higher levels of education are presumed to promote better health and QOL 
(Bonsaksen, 2012; Saracli, et al., 2015), and are linked to lifelong intellectual 
development and social adaptation (Alexandre, Cordeiro, & Ramos, 2009), higher 
economic status and better health (Chen, et al., 2013).  
Education level has been positively associated with QOL (Ha, et al., 2014; Minh, et 
al., 2010; Ng, Hakimi, Byass, Wilopo, & Wall, 2010) and HRQOL (Ma & McGhee, 
2013; Tajvar, et al., 2008; Zhou, et al., 2011). Education has also been found to be a 
robust predictor of subjective wellbeing in later life (Pinquart & Sorensen, 2000). 
The mean score of the physical, psychological, social relationship, and environment- 
related QOL significantly differed by educational level (Ghosh, et al., 2014). 
Concurrently, a better physical, psychological, and environmental-related QOL was 
predicted by higher education (Gobbens & van Assen, 2014). A gradual increase in 
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the mean score of happiness has been observed with increased educational 
attainment (The Centre for Bhutan Studies, 2010).  
Evidence supports that older adults with higher educational attainment experience 
relatively low levels of emotional and physical distress and a better QOL (Ross & 
Willigen, 1997; Zhang, Huang, Ye, & Zeng, 2008). A study in Singapore and India 
showed that older people with no formal schooling significantly reported low QOL 
(Kumar, et al., 2014; Seah, Chan, Fai, & Kiat, 2013). Researchers believe a well-
educated older person has better knowledge about disease prevention, and 
therefore adopt a healthier lifestyle, leading to better QOL (Minh, et al., 2010; Seah, 
et al., 2013).  
Lifelong education enhances active citizenship, engagement and wellbeing. A study 
conducted in New Zealand and the United Kingdom suggested that people with 
lifelong engagement in education are likely to experience greater subjective 
wellbeing (Zepke, 2012). Depending on how one deﬁnes and operationalizes 
‘education’ it certainly can have a positive impact on the wellbeing and happiness of 
a person (Michalos, 2008, p. 348) and is regarded as an important factor of QOL 
(Chen, et al., 2013; Ghosh, et al., 2014; Naing, et al., 2010). In contrast, studies in 
Iran, Serbia, and the USA revealed no relationship between educational attainment 
and QOL (Ali, et al., 2015; Cankovic, et al., 2016; Raphael, et al., 1997). Raphael, et 
al. (1997) believe that older persons’ QOL may be highly contextualised and 
individualised.  
2.5.5 Occupation and Income 
Current employment or history of employment predicts higher QOL. Employment is 
used as a proxy measure for SES (Lin, et al., 2008). Older adults who are currently 
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employed report higher mean QOL scores (Khan & Tahir, 2014). SES significantly 
predicts QOL and wellbeing (Pinquart & Sorensen, 2000; Tseng & Wang, 2001). 
Money is often regarded as the most important contributor to QOL mainly due to 
its necessity for survival needs (Lau, Chi, & McKenna, 1998). In fact older people 
who reported having adequate money on which to live perceived better QOL 
compared to those who expressed financial worry in daily lives (Chen, et al., 2013; 
Zhou, et al., 2011). However, the significance of SES for subjective wellbeing in later 
life is less clear (George, 2010).  
Although some commentators cast doubt on the idea that material prosperity 
enhances human wellbeing, it does appear that people in wealthier nations indicate 
higher QOL (Diener & Diener, 1995). A study on QOL in an urban slum of India 
indicated better QOL scores with greater income (Ghosh, et al., 2014). Similarly, a 
study in Sri Lanka found family income to be a determinant of QOL (Rathnayake & 
Siop, 2015). According to a study in the USA, a negative association was found 
between real income and happiness level (Phelps, 2001). A joint Canada and United 
States health survey indicated that in the older population, there was a significant 
association between HRQOL and household income in the United States but not in 
Canada (Huguet, Kaplan, & Feeny, 2008). HRQOL was found to be worse among 
those with lower levels of income (Lima, et al., 2009). Having an average monthly 
income favoured positive perception of QOL, and education contributed greatly 
towards income, ensuring better health at advanced ages. Better financial status 
also favoured greater autonomy in the choice of leisure activities, increased access 
to goods and services and positive relationships (Alexandre, et al., 2009).  
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A study among Chinese older people by Ma and McGhee (2013) demonstrated a 
strong association between economic hardship and low HRQOL (Ma & McGhee, 
2013). Older people with low SES had 3.4 times higher odds of being in the worst 
QOL quintile (95% CI:2.73-4.11) compared to people with high education and high 
SES (Ng, et al., 2010).  
While money may not buy happiness, it is certainly an important means to 
achieving higher living standards and therefore greater wellbeing, especially for the 
developing world. A life-course study indicated that children exposed to low SES 
had significantly increased risk of substance dependence and poor health in 
adulthood (Melchior, Moffitt, Milne, Poulton, & Caspi, 2007). According to Tang 
(2006), income was not found to be significantly related to QOL (Tang, 2006), 
though increased income was associated with higher wellbeing, especially for poor 
people (Diener & Oishi, 2000). Likewise, occupation of the older people was not 
related to their QOL (Naing, et al., 2010; Torani, et al., 2015).  
2.6 Influence of Health Status on Quality of Life and Wellbeing 
2.6.1 Physical Aspects of Health, QOL and Wellbeing  
Growing old includes the high likelihood of suffering from diseases, ailments and 
multiple health complaints (Fortin, Hudon, Haggerty, Akker, & Almirall, 2010; 
Winblad, et al., 2001). Suffering from chronic disease may be the most important 
factor affecting QOL among older population (Cankovic, et al., 2016; Saracli, et al., 
2015). Older people tend to report problems such as memory decline, dizziness, 
urinary incontinence, pain, mobility impairment, a history of fall, bone diseases, 
hypertension, shortness of breath during activities, fatigue, sleep problems and 
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being more worried or nervous (Ahmed et al., 2007; Borglin, et al., 2005; 
Marventano et al., 2014). Self-reported health complaints such as pain, fatigue and 
mobility and visual impairment significantly predict low overall and HRQOL (Borglin, 
et al., 2005; Smith et al., 2016) and low subjective wellbeing (Liu et al., 2016). 
HRQOL in ageing encompasses multiple dimensions of health, including physical, 
functional, social, and psychological wellbeing. According to a systematic review of 
QOL by Chen, et al. (2013), health status was found to be the most frequently 
reported factor for QOL among older adults.  
A high QOL score was said to be achieved if older people have fewer diseases, little 
pain, and the ability to perform activities of daily living independently (Chen, et al., 
2013). The major consequences of multimorbidity are poor QOL, disability and 
functional deterioration, and high health care costs (Alonso-Moran, et al., 2015; 
Marengoni et al., 2011). A study in Ireland indicated each chronic health condition 
independently had an effect on self-rated health and QOL. The number of chronic 
diseases an individual suffers is negatively associated with QOL (Zhou, et al., 2011). 
Undeniably, older people with chronic disease(s) suffer poor QOL which will be 
worth studying.  
2.6.2 Psychological Health, Quality of Life and Wellbeing  
Depression is one of the most common mental health problems of older adults 
(Kraaij, Arensman, & Spinhoven, 2002). According to a systematic review and meta-
analysis by Cole and Dendukuri (2003), being old and unmarried, female, living with 
a disability, having poor health status, sleep disturbance, low education, cognitive 
impairment, poor self-perceived health, poor social support, impaired vision and 
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hearing, and bereavement were identified as the significant risk factors for 
depression among older populations (Cole & Dendukuri, 2003). Feelings of sadness 
and depression are common among higher age groups (Helliwell, Layard, & Sachs, 
2015). A study in rural China indicated the significance of mental health as an 
influencing factor for QOL (Xie et al., 2014). In general, cognitive disabilities and 
other psychiatric problems along with co-morbid diseases negatively affect QOL 
(Saracli, et al., 2015). Bowling and Iliffe (2011) concluded that, successful ageing is 
not only about maintenance of health, but also about maximising one’s 
psychological resources (namely self-efficacy, self-esteem & self-worth, confidence, 
optimism, purpose in life, coping, facing up to problems and overcoming 
difficulties). Adding years to life and life to years require both physical and 
psychological strategies. Thus, promoting psychological resources is important for 
optimizing successful ageing and enhancing the quality of later life (Bowling & Iliffe, 
2011).  
2.7 Physical Activity and Leisure  
Regular physical activity, irrespective of its type, has been proven to produce long- 
term health benefits, and people of all ages can benefit from being physically active. 
Indeed, the more physical activity a person does, the greater the health benefit they 
obtain. Healthy older adults who regularly participate in physical activity reported 
higher HRQOL compared to those less physically active (Drewnowski & Evans, 2001; 
Zhou, et al., 2011). Physical activity was found to have a positive influence on QOL 
among older Japanese adults, and was more influential than engagement in art, 
reading and writing activities (Sewo Sampaio & Ito, 2013).  
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A 28 year follow-up study by Paganini-Hill, Kawas, and Corrada (2011), revealed that 
all-cause mortality among participants was lower with daily exercise participation of 
15 minutes or more, compared to none. Decreased risk of mortality with physical 
activity suggested participation in leisure-time activities was an important health 
promoter in ageing populations (Paganini-Hill, et al., 2011). Physical inactivity 
increased the risk of numerous health conditions, including the major NCDs, and 
has major health effects (Lee et al., 2012).  
Physical inactivity and tiredness are associated with lower QOL (Gobbens, et al., 
2012). Engaging in leisure activities has the potential of improving QOL (Saracli, et 
al., 2015). A study conducted among rural dwellers in Japan indicated the 
significance of recreational activities to increased happiness and QOL (Onishi et al., 
2006). Participation in various leisure activities helps people build social 
relationships, feel and share positive emotions, and acquire new knowledge and 
skills, which significantly contribute to subjective wellbeing and QOL (Brajsa-ganec, 
Merkas, & Sverko, 2011). Participation in leisure activities may not only delay the 
onset of ageing-related problems, but may also enhance life satisfaction among 
older adults (Thang, 2005).  
A systematic review and meta-analysis on the effect of Tai Chi exercise examined its 
potential to enhance cognitive function in older adults (Wayne et al., 2014). There 
was strong evidence of the effectiveness of regular physical activity in the 
prevention of several chronic diseases and premature death (Warburton, Nicol, & 
Bredin, 2006). A series of research articles on physical activity and QOL concluded 
that physical activity was crucial for QOL, although its positive effect was enhanced 
by self-efficacy (McAuley et al., 2006; Rejeski & Mihalko, 2001; Vagetti et al., 2014). 
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Overall, it is clear that physical activities among older adults are very important to 
promote their wellbeing and QOL.  
2.8 Sexual Activity and Quality of Life 
Sexuality is increasingly recognised as an important aspect of health and wellbeing 
throughout the life course (Killinger, Boura, & Diokno, 2014; Lindau et al., 2007; 
World Health Organization, 2006). Studies have indicated various psychological and 
physiological health beneﬁts associated with speciﬁc sexual activity (Bach, 
Mortimer, VandeWeerd, & Corvin, 2013; Brody, 2010; Onder et al., 2003). Sexual 
activity was also found to be associated with longevity (Palmore, 1982). Older 
adult’s attitudes towards sex in later life have not been explored in many cultures 
(DeLamater & Sill, 2005; Gott & Hinchliff, 2003). It is unclear if sexual problems lead 
to poor QOL ‚ or a poor QOL leads to sexual problems; however, persons without a 
sex life have been found to have considerably lower QOL than persons with a sex 
life (Ventegodt, 1998). Rosen and Bachmann (2008) also found sexual activity was 
consistently associated with QOL and emotional wellbeing (DeLamater & Sill, 2005; 
Rosen & Bachmann, 2008).  
Although sexual activity is important, there are barriers, as sexual desire is expected 
to decrease with advanced age (DeLamater & Sill, 2005; Gott & Hinchliff, 2003; 
Lindau, et al., 2007). A study by Waite and Das (2010) found that sexual activity 
dropped sharply with age for both men and women. However, Killinger, et al. (2014) 
argued that health problems may be blamed more for declining sexual activity as its 
association was significant for arthritis, cardiovascular disease, high blood pressure, 
diabetes, and mental health conditions (Bach, et al., 2013; Lee, Nazroo, O'Connor, 
32 
32 Chapter 2: Literature Review 
Blake, & Pendleton, 2016). Therefore, Hartmans, Comijs, and Jonker (2013) believed 
that age itself is not an adequate predictor of sexuality, since most people continue 
to have sexual feelings of some sort in older age (Lee, et al., 2016). In fact, their 
study findings demonstrated that older respondents who were satisfied with their 
sexual life and those who perceived their sexuality as important exhibited better 
cognitive function (Hartmans, et al., 2013; Wright & Jenks, 2016).  
Men were more likely to report being sexually active and report good quality sex life 
than women (Lee, et al., 2016; Lindau & Gavrilova, 2010; Rosen & Bachmann, 2008). 
Older adults maintaining sexual activity may show a positive association with 
mental health, such as lower levels of depression. Sex could also induce the feelings 
of belonging and intimacy associated with social support (Ganong & Larson, 2011), 
which will be worth studying.  
2.9 Culture and Respect for the Older Adults 
Cultural mores have a substantial influence on many aspects of people’s lives, 
including their beliefs, behaviour, perceptions, emotions, language, religion, rituals, 
family structure, diet, dress, body image, concepts of space and time, and attitudes 
to illness, pain and other forms of misfortunes - all of which may have important 
implications for health and health care (Helman, 2007). Respect for older people in 
Asia is generally indicated by gestures and manners, tokens, customs and rituals, 
advice-seeking, and obedience (Ingersoll-Dayton & Saengtienchai, 1999).  
Culture is a dimension of life that should be considered in QOL studies (Kagawa-
Singer, et al., 2010). Culture serves two functions: it prescribes the ways of life for a 
group of people to ensure their survival and wellbeing, and provides beliefs and 
 33 
Chapter 2: Literature Review 33 
values that give life meaning and purpose (Kagawa-Singer & Blackhall, 2001; 
Kagawa-Singer & Chung, 1994). Culture fulfils three universal needs: (1) safety and 
security, (2) a sense of integrity and meaning or purpose in life, and (3) a sense of 
belonging as an integral member of one’s social network. Culture also defines 
“good” behaviour, assures people a valued place in their social network, provides 
them with a purpose in life, and promotes wellbeing (Kagawa-Singer & Chung, 
1994). A positive correlation has been found between culture and happiness 
(Schyns, 1998). Similarly, a high positive correlation is observed between cultural 
factors (individualism and personal rights) and subjective wellbeing (Diener, Diener, 
& Diener, 1995). Acculturation is the process by which one cultural group adopts 
the belief and practices of a host culture (Mills & Henretta, 2001). This process is 
multidimensional and requires bio-psycho-social and spiritual, financial, language, 
and family adjustment which can be stressful and have an impact on mental health 
(Mui & Kang, 2006).  
Cultures vary extensively in the status they give to the older people. For instance, in 
western industrial societies, loss of productivity with age can result in a steep drop 
in social status. It appears that the respect given to the elderly is usually higher in 
more rural and traditional societies such as in China, where the older are generally 
cared for and supported by family members (Helman, 2007). Nonetheless, cross 
cultural research in Asia has indicated reductions in most aspects of respect for 
older people, believed to be caused by changes in family structures and functions, 
education, materialism, and modernisation (Bansod, 2011; Dong, Chang, Wong, & 
Simon, 2012; Ingersoll-Dayton & Saengtienchai, 1999; Knodel & Chayovan, 2009; 
Sung, 2001).  
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A comparative study conducted among older adults living in rural areas of Vietnam, 
Bangladesh and Indonesia indicated significant differences in the QOL experienced 
among the countries. For example, increasing age significantly had a negative effect 
on self-rated QOL among Indonesians. But a different pattern was observed among 
elderly Vietnamese, who reported more favourable HRQOL outcomes than those in 
Bangladesh. Advanced age, belonging to a poor household and poor health reports 
were significantly associated with lower HRQOL in both Vietnam and Bangladesh 
(Minh, et al., 2012; Nilsson, Rana, Luong, Winblad, & Kabir, 2012). Social and 
cultural factors play an important role in people’s perceptions and expectations of 
how they see their health and QOL. Culture has a profound influence on QOL 
(Saxena, O'Connell, & Underwood, 2002).  
2.10 Social Relationships, Social Connectedness, and Social Activities 
People have a powerful urge to belong and feel attached to others in close 
relationships. When the need for close relationships is met through marriage, 
family, friendships or social groups, people enjoy better physical and emotional QOL 
(Myers, 2003). Loneliness influences every aspect of life (Masi, Chen, Hawkley, & 
Cacioppo, 2011). Relationships with children and grandchildren continue to make 
up an important component of QOL for elderly people (Cheng, Chan, & Phillips, 
2004). In a meta-analysis, Pinquart and Sorensen (2000) found that friends are 
generally more important for subjective wellbeing in later lifer than relationships 
with children or other close relatives (Pinquart & Sorensen, 2000). Social 
relationships and contacts may be among the most important factors influencing 
QOL (Nguyen, Le, Nguyen, Hill, & Walton, 2012; Puts et al., 2007) and receiving 
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social support and companionship were key to life satisfaction (Oh, Ozkaya, & 
LaRose, 2014).  
A number of studies  supported  significant associations between social 
relationships (including family) or social support and QOL (Chen, et al., 2013; 
Hamren, Chungkham, & Hyde, 2015; Liao & Brunner, 2016; Naing, et al., 2010) and 
happiness among old people (Nanthamongkolchai et al., 2009). Family relationship 
may be the most important influence upon wellbeing in Asian societies (Cheng, Li, 
Leung, & Chan, 2011; Li & Cheng, 2015). A better QOL was found among the joint 
families (Kumar, et al., 2014). Families bring and demand resources such as time, 
money, goods, and services, and offer emotional support, information, and 
connections to others (Waite & Das, 2010). A greater sense of psychological 
wellbeing is linked with greater emotional support received from the family 
members (Thanakwang, 2015). However, decline in close family ties has a negative 
impact on health and wellbeing in particular for the aged (Helman, 2007). A meta-
analysis of social relationship by Holt-Lunstad, Smith, and Layton (2010) indicated a 
decline in the quality and quantity of social relationships especially in the developed 
world due to greater social mobility, delayed marriage, increased age-related 
disabilities or reduced intergenerational living (Holt-Lunstad, et al., 2010). The 
cross-national perspective on reciprocity exposed that older people who provide 
more help to their children than they receive report the highest life satisfaction, 
while mainly being the beneficiary of help from children was related to a lower level 
of life satisfaction (Lowenstein, Katz, & Gur-Yaish, 2007). 
Significantly higher QOL was reported among those perceiving strong social support 
compared to those with poor or moderate levels of perceived support (Khan & 
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Tahir, 2014). Provision of support to friends and family is found to promote 
subjective wellbeing (Thomas, 2010). Buckley and McCarthy (2009) pointed out that 
prevention of social isolation among older people was important, and suggested 
any older peoples’ services should be shaped to maintain connectedness (Buckley & 
McCarthy, 2009).  
QOL is deeply connected with having good social relationships, help and support, 
and living in a home and neighbourhood that gives pleasure and makes people feel 
safe. QOL studies in urban Asian populations report significant associations 
between better family support and better HRQOL (Thumboo et al., 2003). Studies in 
Chinese communities identified social support as an important component of QOL, 
especially in relation to engagement in social interactions (Cheng, et al., 2004; Lau, 
et al., 1998).  
Numerous studies have found positive associations between social support and 
physical and mental health. A study in rural China confirmed that family support still 
played an important role in maintaining higher QOL among older populations (Liu, 
Xiao, Cai, & Li, 2013). Social support in the form of emotional and informational 
support are significant for good QOL (Ibrahim et al., 2013). Lack or loss of close 
social contacts is one of the main predictors for depression among elderly 
populations (Djernes, 2006). Li et al. (2009) discussed that the declining tradition of 
devoted piety and respect for older adults, and the increasing trend to become 
consumers of resources within the family and in the society contributed to suicidal 
ideation among the older people (Li, Xiao, & Xiao, 2009).   
Better QOL is reported among people living in good neighbourhoods  (Netuveli, et 
al., 2006). It is reported that neighbourhood resources, or neighbourhood social 
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capital provides a sense of security including reassurance and support, contributing 
to good QOL. Close relationships with neighbours are important to older people 
who are ill (Gabriel & Bowling, 2004). According to an epidemiological study on QOL 
among older population in rural India, better QOL was reported among men in the 
areas of social and environmental domains, as well as in physical and psychological 
health (Qadri et al., 2013).  
According to the study by Park et al. (2015), social activities, including religious 
observance, spiritual leisure, and charity have a positive relationship with HRQOL 
(Park, et al., 2015). Social activities such as community events involving religious 
activities were considered important for both urban and rural dwellers among 
Japanese elderly (Sampaio, Ito, & Sampaio, 2012). This is because, social activity 
provide benefits of re-establishing interpersonal relationships and create 
opportunities to give and receive social support (Sewo Sampaio & Ito, 2013). 
Involvement in loved activities was important for sustaining interest in life and was 
associated with enhanced health and wellbeing. For instance, by participating in art 
and craft activities, older women may find more purpose in their lives, which 
contributes to subjective wellbeing (Liddle, Parkinson, & Sibbritt, 2013).  
A sustainable society requires strong social ties (such as sound family relationships, 
and feelings of safety and security at home and the community). These elements 
are vital for good wellbeing and QOL (Ura, et al., 2012). Hence, it remains vital to 
study connections with family, peers, and communities which are significant to 
older adults.  
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2.11 Effects of Religiosity/Spirituality on Quality of Life and Wellbeing 
The quest for meaning in life led many to explore religion or spirituality as a means 
to enhance QOL. Religion and spirituality are closely interrelated, though not 
entirely intertwined (Peterson & Webb, 2006). Scholars have contributed numerous 
definitions of spirituality and these have changed over time, with increased 
consideration of the construct relating to physical and mental health (Lavretsky, 
2010). Social researchers have used religiosity generally to refer to church 
membership, attending church services, or participation in organised religious 
activities (Hout & Greeley, 1987; Myers, 1996). However, others argue that the 
concept of spirituality has much more diverse meanings (Lepherd, 2015; Zinnbauer 
et al., 1997) and religious affiliations per se are just one sign of the person’s 
spirituality (Peterson & Webb, 2006).  
Spirituality is often described as a journey of lived experience, characterised by a 
greater sense of peace, search for meaning, purpose and connectedness in life that 
may or may not encompass religion (Burkhardt, 1989; Reig-Ferrer et al., 2012; Ross, 
1994). According to Moreira-Almeida and Koenig (2006), spirituality is a personal 
quest for understanding life’s ultimate questions about meaning. This often leads to 
development of religious rituals and the formation of community (Moreira-Almeida 
& Koenig, 2006). The meanings and the definitions of religion and spirituality have 
little consensus (Lavretsky, 2010). Analytical reviews of spirituality in health care 
have identified themes such as hope, connectedness, transcendence, existential 
experiences and power/force/energy (Chiu, Emblen, Van Hofwegen, Sawatzky, & 
Meyerhoff, 2004; McCarroll, O'Connor, & Meakes, 2005).  
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Spirituality is believed to play an important role in the lives of older people, as the 
presence of spiritual feelings is associated with relief from physical, psychological, 
and addictive ailments, enhancing QOL and survival (Wallace & O'Shea, 2007). 
Spiritual care is considered important in the field of QOL (Reig-Ferrer, et al., 2012). 
Religious individuals on average are happier and more satisfied with their lives than 
non-religious people. Religious people report being treated with more respect in 
society, which contributes higher levels of happiness and life satisfaction (Stavrova, 
Fetchenhauer, & Schlosser, 2013).  
A meta-analysis on spirituality and QOL uncovered significant correlations, with 
moderate effect size (r=0.34, 95%CI:0.28-0.40) (Sawatzky, Ratner, & Chiu, 2005). 
Spirituality may play an important role in psychological wellbeing, personal 
happiness and QOL (Reig-Ferrer, et al., 2012), mainly because spirituality results in 
solace and feelings of peace at times of hardship. It may induce a sense of 
meaningfulness and purposefulness in life (Ali, et al., 2015). For instance, people 
with SLEs described their feeling of being comforted, uplifted, able to endure, or 
able to find peace through religion especially when expressed in the form of songs 
(Hamilton, Sandelowski, Moore, Agarwal, & Koenig, 2013).  
A cross-cultural study demonstrated a strong relationship between spirituality-
religion-personal beliefs and all domains of the World Health Organization Quality 
of Life measurement (WHOQOL-BREF), in particular with social relationship and 
mental health QOL. Compared to younger participants, older people reported 
greater faith, inner peace and strength, and spiritual connection (The WHOQOL 
SRPB Group, 2006). Past studies found that religious involvement provided people 
an opportunity for social contact and support to appraise negative life events, 
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reducing perceived stressfulness and depressive symptoms (Smith, McCullough, & 
Poll, 2003).  
Older people in a rural eastern part of Bhutan reported high subjective QOL scores, 
including self-rated happiness, and authors concluded that one of the factors 
affecting subjective happiness might be religious devotion (Sakamoto et al., 2011). 
An exploratory study in Vietnam identified religious practice as an important 
dimension of QOL especially among rural dwellers (Nguyen, et al., 2012). A study in 
Taiwan found that religiosity positively predicted QOL among older people and 
spirituality moderated the association (Chou, 2014). Likewise, a study among older 
Ethiopians indicated both religiosity and spirituality were positively linked with QOL 
(Hamren, et al., 2015). A study in rural Sri Lanka also observed that religion, belief 
or faith were important aspect of QOL (Rathnayake & Siop, 2015).  
While studies have indicated a positive impact of religion and spirituality on mental 
health (Ali, et al., 2015; Koenig, King, & Carson, 2012; Reig-Ferrer, et al., 2012; 
Stavrova, et al., 2013), studies have also indicated a damaging impact on mental 
health through negative coping, misunderstanding and miscommunication, and 
negative beliefs (Weber & Pargament, 2014). Therefore, an individual who has a 
high level of spiritual belief does not necessarily enjoy a high level of QOL (O'Connell 
& Skevington, 2007). Researchers observed negative association between extrinsic 
religiosity (religion as a means to an end) and QOL, and positive relationship 
between intrinsic (religion as a way of life) and QOL (Cruz et al., 2016; Mosqueiro, 
da Rocha, & Fleck, 2015; Peterson & Webb, 2006). A study in South Korea revealed 
that religiosity or spirituality was significantly and negatively correlated with QOL 
(Moon & Kim, 2013).  
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Bhutan is a spiritual country. The influence of spirituality is highly visible in the 
everyday lives of the population, demonstrated through their presence in spiritual 
gatherings, in religious landmarks such as temples, monasteries and stupas, and in 
pagodas, prayer flags and prayer wheels (Ura, et al., 2012). It is therefore worthy to 
study and elucidate the influence of spirituality on wellbeing and QOL among older 
people in Bhutan.  
2.12 Stressful Life Events and their Impacts on Quality of Life and Wellbeing 
There is little agreement about definition of stress among researchers (Koolhaas et 
al., 2011; Schwarzer & Schulz, 2003). While stress can be understood as an 
organism’s non-specific response to harmful stimuli (Koolhaas, et al., 2011), the 
same term can refer to the process of interaction between a person and the 
environment (Schwarzer & Schulz, 2003). “Stress” is an ambiguous term (Koolhaas, 
et al., 2011; McEwen, 2008)  used to describe experiences that are challenging 
physiologically and emotionally (McEwen, 2007). Stress is multidimensional and 
composite (Le Moal, 2007). Stress is a major part of life, beginning from the 
prenatal period until the end of life (Lupien, McEwen, Gunnar, & Heim, 2009; Miller, 
Chen, & Zhou, 2007).  
Every individual experiences stressful events at some point of life (Wu et al., 2013). 
However, the incidence of various life events varies within social groups and from 
population to population (Cleary, 1980). SLEs are those events that significantly 
disturb the daily routine (Turner & Wheaton, 1997). Exposure to chronic stress 
significantly increases vulnerability to a wide variety of adverse physical and mental 
health outcomes (Miller, et al., 2007). However, life events can be viewed either 
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from a developmental or stress perspective. The former views life events as specific 
transitions, while the latter views them as specific types of stressors (Luhmann, et 
al., 2012).  
Life events and morbidity related to chronic conditions are common stressors for 
elderly people in their later lives (Hsu, 2011). Interpersonal violence and 
experiences of trauma affect physical, emotional, mental, social, and spiritual 
aspects of a person (Romito, Molzan Turan, & De Marchi, 2005; Woods, 2005). 
Chronic conditions affect both physical and psychological health outcomes (Sherina, 
Rampal, & Mustaqim, 2004). A study by Klein and Boals (2001) found a link between 
SLEs and reduced memory capacity in such a way that the more cognitive effort 
people devote to stressful thoughts, the more their working memory suffered (Klein 
& Boals, 2001).  
Many older people have experienced a wide range of SLEs. Deaths, bereavement, 
relationship events and illnesses of family members or friends are common 
(Donoghue, Traviss-Turner, House, Lewis, & Gilbody, 2016; Hardy, Concato, & Gill, 
2002; Lim et al., 2015). SLEs may vary in their impact on health and wellbeing 
depending on whether they are perceived as a threat or as a challenge (Klages, et 
al., 2005; Luhmann, et al., 2012). Some SLEs, such as bereavement and 
unemployment, have strong negative initial effects on subjective wellbeing 
compared to divorce or retirement (Luhmann, et al., 2012). A review by Lupien, et 
al. (2009) examined evidence for the negative effects of chronic exposure to stress 
on the development of animal and human brains (Lupien, et al., 2009).   
Some of the experiences may have a lifelong impact on a person’s physical and 
mental health, while others may only have short influence (Schwarzer & Schulz, 
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2003). Individuals who experienced middle-age chronic hardships are more likely to 
experience adverse old-age outcomes (Hungerford, 2007). SLEs have a substantial 
causal relationship with the onset of major depression (Kendler, Karkowski, & 
Prescott, 1999). Indeed exposure to recent adversity was related with a twofold 
increase in odds of having depression (Donoghue, et al., 2016).  A greater number 
of SLEs is significantly associated with more depressive symptoms, impacting 
resilience (Kraaij, et al., 2002; Lim, et al., 2015). Life events involving the death, 
suicide, or illness of a significant other, children, parent, or sibling may increase the 
risk of depression or anxiety (DeBeurs et al., 2001; Kessing, Agerbo, & Mortensen, 
2003; Maciejewski, Prigerson, & Mazure, 2001). In fact, a meta-analysis by Kraaij, et 
al. (2002) revealed that severe illness of significant others, poor SES, poor 
relationships, and the total number of negative life events were all significantly 
linked to depression in later life (Kraaij, et al., 2002). Lifetime trauma was caused by 
SLEs, and when SLEs are encountered by elderly people, it is related to lower life 
satisfaction (Krause, 2004; Seery, Holman, & Silver, 2010) and higher current mental 
disorders (Park, et al., 2016). 
Adverse early-life experiences are believed to influence neurobiological systems, 
leading to neurobiological and behavioural manifestations of depression (Heim, 
Plotsky, & Nemeroff, 2004). Men tend to report more cumulative experiences of 
traumatic events than women (Hatch & Dohrenwend, 2007; Turner & Avison, 2003). 
Men report more SLEs related to job loss, legal problems, robbery, and work 
problems, while women consistently report higher exposure rates to relationship 
problems, loss of soul mate, interpersonal crises and problems getting along with 
individuals in their social network (Kendler, Thornton, & Prescott, 2001; Surtees & 
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Wainwright, 2007). A review of traumatic and other SLEs revealed a higher 
frequency and severity of stress exposure among low socio-economic groups and 
racial/ethnic minorities (such as African-Americans) compared to white people 
(Hatch & Dohrenwend, 2007).  
Although limited, studies have established significant negative association between 
SLEs and QOL (Han et al., 2006; Hildon, Montgomery, Blane, Wiggins, & Netuveli, 
2010). SLEs impair QOL (Altintas, Goksel, Taskintuna, & Sariturk, 2015). Past trauma 
and recent severe stressful events are associated with worse HRQOL, poor physical 
functioning, higher risk of disabilities, and greater use of health services (Leserman 
et al., 2005). For instance, the number of SLEs during life is found to be significantly 
correlated with the conversion of headache into a chronic type (Altintas, et al., 
2015). SLEs related to health, interpersonal matters, and work or financial matters 
show negative relationships with successful ageing (Chukwuorji, Nwoke, & Ebere, 
2015). QOL in old age appears to be influenced strongly by current contextual 
factors such as material circumstances, serious health problems, cognitive status 
and mood, more than historical factors such as childhood deprivation and education 
(Blane, et al., 2004; Brett et al., 2012). However, Bain, et al. (2003), argued that QOL 
in older adults was predicted by childhood mental ability, which contributed to 
coping during later life (Bain, et al., 2003). Mild cognitive impairment was positively 
correlated with total number of SLEs (Pilleron et al., 2015).   
It is evident from the literature review that SLEs significantly influence QOL, health, 
and wellbeing of a person and families. However, the prevalence of SLEs both in the 
past and in the present and their influence on QOL and wellbeing among older 
people in Bhutan remain unknown.   
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2.13 Adverse Childhood Experiences and their Influence on Quality of Life and 
Wellbeing  
ACEs include physical, emotional, and sexual abuse, domestic violence, living with 
substance-abusing, mentally-ill, or incarcerated household members, loss of a 
parent, and emotional or physical neglect (Centers for Disease Control and 
Prevention, 2013; Larkin & MacFarland, 2012). Many health problems in later life 
are rooted in early life experiences and living conditions (World Health 
Organization, 2011). There is mounting evidence to support the view that childhood 
life circumstances have enduring effects on chronic morbidity in later life (Blackwell, 
Hayward, & Crimmins, 2001). Studies on ACEs have demonstrated clear and 
possibly causal relationships between multiple adversities and the onset of chronic 
diseases in adults. This includes conditions related to cardiovascular, respiratory, 
endocrine, autoimmune and psychiatric disorders (Dunne & Askari, 2012). Increases 
in the risk of unhealthy behaviours, low educational achievement and interpersonal 
skills in turn limit socio-economic advancement for individuals and their families 
(Dunne & Askari, 2012). The pathways to poor health in adults may differ by types 
of ACEs. For example, childhood abuse may be more likely to have a direct impact 
on poor health during adulthood (Font & Maguire-Jack, 2016). ACEs related to 
abuse and neglect have the highest burden (15.8 year lived with disability) in adults 
(Cuijpers et al., 2011; Fang, Fry, Brown, et al., 2015; Fang, Fry, Ji, et al., 2015) and is 
related to HRQOL (Salinas-Miranda et al., 2015). Individuals who experience 
maltreatment during childhood have significant and persistent impairment to 
HRQOL in adulthood (Corso, Edwards, Fang, & Mercy, 2008). For instance, adults 
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who lived with an incarcerated household member during childhood had higher risk 
of experiencing poor HRQOL in later life (Gjelsvik, Dumont, Nunn, & Rosen, 2014).  
Dysfunctional psycho-social environments in the family have been linked with poor 
mental wellbeing in older age with large effect sizes (Stafford et al., 2015). 
Conversely, the presence of a supportive parent in childhood nurtures and 
promotes healthy growth and development. Loss of a parent in childhood is a 
potent ACE which can have a life-long consequence and predict poor health in 
adults (Phillips & Carver, 2015). Not all research finds this effect. A study in the 
Netherlands found that parental death was one of the early adversities that did not 
decrease HRQOL (Cuijpers, et al., 2011). Parental divorce can be stressful to the 
child’s development process and may influence the risk of heart problems later in 
life (Monnat & Chandler, 2015).  
For many people, the effects of childhood maltreatment can last for a lifetime. 
Older adults who report childhood sexual and physical abuse have higher odds of 
reporting poor physical health and poor mental health (Draper et al., 2008). 
According to Springer, et al. (2007), adverse childhood events (particularly physical 
abuse) predicted worse physical and mental health outcomes decades after the 
occurrence of the event (Springer, et al., 2007). People with a history of emotional 
neglect and sexual abuse are more likely to develop more than one lifetime 
affective disorder. For example, emotional neglect during childhood has been 
associated with depressive disorder, persistent mild depression (dysthymia), and 
social phobia (Spinhoven et al., 2010).  
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ACEs are also associated with various negative behaviours in adulthood (Anda et al., 
2006; Fang, Fry, Ji, et al., 2015; Norman et al., 2012). A systematic review by Fliege, 
et al. (2009) indicated the most frequently found associations between adolescent 
or adult self-harm behaviour are childhood experiences of emotional neglect, 
psychological or physical abuse, and, in particular, sexual abuse (Fliege, et al., 2009). 
The more adverse experiences a person has encountered in childhood, the higher 
the probability that they will engage in risky lifestyle behaviours, and as a 
consequence suffer from poor health (Ramiro, et al., 2010). However, the outcome 
may vary depending on the nature of the abuse experienced (Fuller-Thomson, 
Brennenstuhl, & Frank, 2010). 
ACEs such as physical, verbal, or sexual abuse, witnessing parental or domestic 
violence, experience of parental separation, and living with a parent who was 
depressed, abused substances, or had been incarcerated were linked with worse 
self-rated health condition, diabetes, and heart disease (Monnat & Chandler, 2015). 
Compared to no ACE exposure, the odds of reporting myocardial infarction, 
coronary heart disease and stroke, asthma, and mental distress or disability were 
higher among those exposed to one or more ACEs (Gilbert et al., 2015). A 
relationship has been established between childhood physical abuse, exposure to 
incarcerated family members and heart disease (Fuller-Thomson, et al., 2010; 
White, Cordie-Garcia, & Fuller-Thomson, 2016). A significant increase in ischaemic 
heart disease was found among persons exposed to many ACEs (Dong et al., 2004; 
Ramiro, et al., 2010). For instance, “trouble with the heart” occurred more often 
among the survivors of childhood physical abuse (Springer, et al., 2007). Early life 
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stress could possibly be the predisposing factor for the development of coronary 
heart disease decades later (Alastalo et al., 2012).  
A study by Raposo, Mackenzie, Henriksen, and Afifi (2013) demonstrated a strong 
association between ACEs  and mood disorders, anxiety disorders, and particularly 
personality disorders in later life (Raposo, et al., 2013). Similar findings were also 
observed in past studies (Afifi et al., 2011; Comijs et al., 2007; Sachs-Ericsson et al., 
2010). Self-reported physical abuse during childhood increases the risk of physical 
illnesses, anxiety, anger and depression, and these effects may persist up to four 
decades after the events took place (Fang, Fry, Brown, et al., 2015; Springer, et al., 
2007). ACEs were persistently found to have an effect on suicidality in later life 
(Sachs-Ericsson, Rushing, Stanley, & Sheffler, 2016). Children who suffer sexual and 
physical abuse have an increased risk of experiencing suicide ideation/attempts 
compared to those who never experienced childhood maltreatment (Joiner et al., 
2007; Norman, et al., 2012; Ramiro, et al., 2010). In fact, suicide attempts have 
been found to be 24 times more likely if the number of ACEs reaches four or more 
(Ramiro, et al., 2010).  
There is an indication that not all wounds from ACEs (such as the death of parent) 
can be healed with time (Rostila & Saarela, 2011). Rostila and Saarela (2011) 
believed higher mortality risks linked with the death of a parent among minor 
children could be because of deprived attachment from unexpected and traumatic 
loss causing severe grief. Up to 80% of all attempted suicides in America may be 
attributed to ACEs (Felitti, 2002). A strong graded relationship exists between 
adversities and the risk of attempted suicide throughout the life span. Alcoholism, 
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depressed affect, and illicit drug use, which are strongly associated with such 
experiences, tended to partially mediate such relationships (Dube et al., 2001). The 
experience of having witnessed parental domestic violence in childhood is 
associated with a higher risk of experiencing intimate partner violence in adulthood 
(Fry, McCoy, & Swales, 2012).  
 
It is thought that early life exposure to trauma, abuse or maltreatment in childhood 
alters brain function and the neurobiological stress-response systems, which in turn 
have consequences on health and emotional wellbeing (Anda, et al., 2006). A 
statistically signiﬁcant and graded relationship has been observed between 
childhood trauma and hallucinations (Varese, Barkus, & Bentall, 2012; Whitfield, 
Dube, Felitti, & Anda, 2005). Persons with seven or more ACEs had five-fold times 
the risk of reporting hallucinations compared to those without ACEs (Whitfield, et 
al., 2005). 
ACEs can have profound effects 50 years later, particularly on organic disease, social 
malfunction, and mental illnesses (Felitti, 2003). A study by Kelly-Irving et al. (2013) 
suggested cancer risk may be influenced by exposure to stressful conditions and 
events early in life. Their study revealed the odds of having cancer before 50 among 
women who had two or more ACEs increased by twofold (95%CI:1.42-3.21) 
compared women with no ACEs (Kelly-Irving, et al., 2013). A significant and highly 
stable association has been established between childhood physical abuse, sexual 
abuse and cancer (Brown, Thacker, & Cohen, 2013; Fuller-Thomson & Brennenstuhl, 
2009). A strong graded relationship was also reported between exposure to 
traumatic stress during childhood and smoking (Anda et al., 1999; Felitti, 2003; Jun 
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et al., 2008). Brown et al. (2010) concluded that ACEs are associated with increased 
risk for lung cancer (Brown, et al., 2010). Smoking was the most common health risk 
behaviour related to ACEs (Ramiro, et al., 2010). Early smoking onset was associated 
with both heightened risk of disease in adolescence and also an increase in 
morbidity and mortality in adulthood (Jun, et al., 2008). A similar finding was 
observed in the United States where the higher the ACE score was, the greater the 
likelihood of currently smoking (Felitti, 2002). Moreover, Anda et al. (2008) also 
found that ACEs increased the risk of Chronic Obstructive Pulmonary Disease 
(COPD) (Anda, et al., 2008). The prevalence of adult chronic bronchitis and 
emphysema also exhibited a strong dose-response relationship with ACEs (Felitti, 
2003). According to a systematic review and meta-analysis by Norman, et al. (2012), 
the odds of drug use among people who have been physical abused increased by 
almost twice.  
Childhood adversities have also been found to increase the risk of obesity, 
particularly when combined with physical and emotional abuse in adulthood 
(Norman, et al., 2012) which in turn increased the risk for type 2 diabetes 
(Huffhines, Noser, & Patton, 2016; Thomas, Hypponen, & Power, 2008).  
Furthermore, a graded relationship has been found between ACEs and the risk of 
liver disease, and this relationship appears to be mediated substantially by 
behaviours that increase the risk of viral and alcohol-induced liver disease (Dong, 
Dube, Felitti, Giles, & Anda, 2003). ACEs such as physical neglect/abuse also 
increase the risk of abusing alcohol during adulthood (Norman, et al., 2012; Ramiro, 
et al., 2010). 
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There is a need to explore the prevalence of ACEs and their effects on health, 
wellbeing, and QOL among older people in Bhutan, as there have been no studies 
done to date. The findings may be helpful in alerting policy makers and stakeholders 
on issues relating to ACEs and their influence on QOL in Bhutan.   
2.14 Adverse Life Experiences and Resilience 
Although adversity can have negative effects on the mental health and 
psychological wellbeing of a person, evidence also suggests that exposure to 
moderate levels of adversity can predict better mental health and wellbeing (Seery, 
et al., 2010), since exposure to stressors has a positive, ‘toughening’ effect that 
leaves an individual more likely to appraise situations more positively or see them 
as more manageable (Dienstbier, 1992; Seery, 2011).  Such an ability to manage 
internal and external stressors in the face of adversity is called resilience (Connor & 
Davidson, 2003; Wu, et al., 2013). However, there is no universal definition of 
resilience adopted so far in the research literature (Aburn, Gott, & Hoare, 2016). In 
their review, Aburn, et al. (2016) identified five key themes related to resilience as: 
rising above to overcome adversity, adaptation and adjustment, ‘ordinary magic’, 
good mental health as a proxy for resilience, and the ability to bounce back. 
Reviews on adversity and resilience also indicated resilience to be a contextual and 
culturally influenced construct (Aburn, et al., 2016; Noltemeyer & Bush, 2013). For 
instance, a well-functioning family, cohesion and adaptability, effective parental 
communication skills, stable marital relationships, and responsive, nurturing, and 
consistent parenting practices generally served as protective factors for children 
and adolescents across diverse cultures in fostering resilience (Noltemeyer & Bush, 
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2013). Social relationships, such as bonds with family members, friends and 
neighbours, provide a sense of belonging, thereby protecting the individual from 
stress (Khan & Tahir, 2014).  A study in the United Kingdom showed older adults 
were more resilient than younger adults, and it discussed how older adults living in 
rural communities may be able to harness social support resources in the face of ill 
health (Gooding, Hurst, Johnson, & Tarrier, 2012).  Emotional self-awareness, self-
control, self-management and emotional expression appeared to be essential for 
psychological resilience in the aftermath of multiple negative life events 
(Armstrong, Galligan, & Critchley, 2011).  
A high resilience was independently correlated with fewer depressive symptoms 
and good to excellent self-rated health among the elderly (Hardy, Concato, & Gill, 
2004). Furthermore, a systematic review of resilience among the physically ill found 
social support and coping strategies - such as positive coping appraisal, leaning to 
spirituality, self-care, illness perception and adherence to treatment regimen - were 
significant correlates of resilience (Stewart & Yuen, 2011). In addition, positive 
attributes of resilient responses included good quality relationships and integration 
in the community (Hildon, et al., 2010). 
Resilience has been shown to substantially help reduce the risk of developing 
mental disorders including depression and anxiety and posttraumatic stress 
disorders (Davydov, Stewart, Ritchie, & Chaudieu, 2010). Experience of resilience 
varies across the life course (Windle, 2010). An individual who has accepted the 
past and views it more from a positive perspective recognizes life as satisfying 
(Rylands & Rickwood, 2001; Santor & Zuroff, 1994). Many people who have 
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struggled with crises have undergone changes with positive outcomes (Calhoun & 
Tedeschi, 2014). The ability to thrive under adversity is an important factor for the 
maintenance of wellbeing as the person grows older (Hardy, et al., 2004).  
2.15 Drawing the Determinants of QOL and Wellbeing Together: Research 
Questions, Aims and Objectives    
A considerable amount of research into QOL seeks to explain the determinants of 
health and wellbeing as we age (Collins, Wacker, & Roberto, 2013; Grundy, 2006; 
Kinsella, Beard, & Suzman, 2013; Topp, Østergaard, Søndergaard, & Bech, 2015; 
Veenhoven, 2015). Research into the immediate and long term impacts of SLEs and 
ACEs indicated profound effects that may persist for many years (Dunne et al., 
2015; Fang, Fry, Ji, et al., 2015; Salinas-Miranda, et al., 2015; Stafford, et al., 2015; 
Varese et al., 2012). Evidence also suggests exposure to moderate levels of 
adversity predicted better mental health and wellbeing (Seery, et al., 2010), 
indicating a certain degree of stress is necessary for the survival of a species 
(Lupien, et al., 2009). However, existing research is largely focused on western, 
affluent populations, where the types of life adversities and the mitigating 
conditions for health outcomes may be somewhat different than in developing 
countries. The cross-cultural generalizability remains as an open question in many 
societies, including Bhutan where determinants of QOL have not been explored 
among older adults. Besides, the prevalence of ACEs and SLEs and their subsequent 
effect on QOL and wellbeing among older adults in Bhutan has not yet been studied 
in detail. Therefore, exploration of ACEs and SLEs and their associations with health, 
QOL and wellbeing in the context of Bhutan is merited. To address this gap, a study 
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with a sequential mixed-method design was proposed. It started with an 
exploratory qualitative study to identify possible determinants of QOL and 
wellbeing through open-ended discussions with elderly people in Bhutan. After 
that, a cross-sectional survey was conducted to measure QOL and wellbeing and the 
factors influencing it.  
Table 2.2: Theoretical and operational definitions of the variables 
Concepts Theoretical definition  Operational definition 
Older people Refers to population groups aged 
65 years and above for most of the 
developed countries, and 
according to United Nations 
population group aged 60 years 
and above2.  
Refers to Bhutanese 
population aged 60 years and 
above at the time of data 
collection. 
Health According to World Health 
Organization, health refers to a 
state of complete physical, mental 
and social wellbeing and not 
merely the absence of disease or 
infirmity3. 
Refers to the absence of 
physical or mental illnesses, 
commonly understood in the 
Bhutanese population as ‘No 
illness in body and no stress in 
mind.’ 
Wellbeing Refers to a good or satisfactory 
condition of existence or a state 
characterised by health, happiness, 
and prosperity4. 
Refers to a feeling of being 
happy, peaceful, healthy, and 
prosperous among elderly 
people till the time of data 
collection. 
Quality of life According to WHO, quality of life 
refers to an individual’s perception 
of his/her position in life in the 
context of the culture and value 
systems in which he/she lives and 
in relation to his/her goals, 
expectations, standards and 
concerns5. 
Refers to the experience of 
wellbeing, feelings of safety 
and security, a sense of 
integrity and meaning in life, 
and a feeling of belonging to 
one’s social network and 
community. 
 
 
                                                 
2
 Available at http://www.who.int/healthinfo/survey/ageingdefnolder/en/  
3
 According to WHO available at http://www.who.int/about/definition/en/print.html  
4
 Available at http://www.dictionary.com/browse/well-being  
5
 Available at http://www.sciencedirect.com/science/article/pii/027795369500112K  
 55 
Chapter 2: Literature Review 55 
Table 2.2: Theoretical and operational definitions of the variables (continued…) 
Concepts Theoretical definition  Operational definition 
Social connectedness Social connectedness refers to 
the relationships people have 
with others and the benefits 
these relationships can bring to 
the individual as well as to 
society6. 
 
Refers to the level of 
support and belonging to 
the community that elderly 
people feel in their lives  
Spirituality/religiosity Refers to a personal quest for 
understanding answers to 
ultimate questions about life, 
about meaning, and about a 
relationship with the sacred or 
transcendent, which may (or 
may not) lead to or arise from 
the development of religious 
rituals and the formations of 
community7. 
 
Refers to beliefs and 
practices including religions 
such as Buddhism, 
Hinduism and Christianity 
among elderly people.  
Stressful Life Events Refers to occurrences that were 
likely to bring about 
readjustment-requiring change 
in people’s usual activities8.  
Refers to life events that 
may have long lasting 
influences on the life of an 
elderly person. 
 
Adverse Childhood 
Experiences 
According to WHO, adverse 
childhood experiences  refers to 
some of the most intensive and 
frequently occurring sources of 
stress that children may suffer 
early in life9. 
Refers to potentially 
traumatic events 
experienced before the age 
of 18 years of life that have 
negatively impacted with 
lasting effects on the health 
and wellbeing of elderly 
people. 
 
                                                 
6
 Available at http://socialreport.msd.govt.nz/documents/2005/sr05-social-connectedness.pdf  
7
 Available at http://www.sciencedirect.com/science/article/pii/S0195925502000379  
8
 Available at http://www.ncbi.nlm.nih.gov/pubmed/16719570  
9
 Available at http://www.who.int/violence_injury_prevention/violence/activities/adverse_childhood_experiences/en/  
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2.16 Aims and Objectives of the Study 
This study aims to answer the following research questions: 
1) What are the most common adverse life experiences reported by older 
people in Bhutan? 
2) What are the common self-reported physical and mental health disorders of 
older people in Bhutan? 
3) To what extent do subjective QOL and wellbeing vary among older people in 
Bhutan? 
4) To what extent do ACEs, SLEs, spirituality, social connectedness, and 
demographic characteristics correlate with health, wellbeing and QOL among 
older people? 
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CHAPTER 3: RESEARCH DESIGN 
3.1 Design of the Study  
This study implemented a mixed-method design comprised of three phases and 
employing mixed research methods (see Figure 3.1 Study Flow Diagram). The three 
phases of the study were: 
Phase 1: Literature review 
Phase 2: Exploratory qualitative inquiry 
Phase 3: Quantitative instrument revision and completion of a survey 
3.1.1 Phase 1: Literature Review  
The literature review identified factors related to QOL, such as socio-demographic 
characteristics, ACEs, SLEs, physical and psychological health, social connectedness, 
and spirituality. This review facilitated development of the study protocol including 
guidelines for the exploratory qualitative study and information to include in the 
survey instrument. 
3.1.2 Phase 2: Exploratory Qualitative Interviews  
This study continued with exploratory qualitative interviews to explore various 
aspects (e.g. ACEs, SLEs, health conditions, social connectedness) associated with 
QOL and wellbeing. Two data collection techniques utilized were face-to-face in-
depth interviews (IDIs) and focus group discussions (FGDs). This phase assisted the 
investigator to develop research questions and modify quantitative instruments to 
be applied in the cross-sectional survey of this study. Details of the exploratory 
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qualitative findings are presented in Chapter 4. Guidelines used in the exploratory 
research are in Appendix D and E.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Narrative Literature Review 
Develop Study Protocol & Guidelines 
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Qualitative Content Analysis 
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Cross-sectional Survey 
Development of survey tool & pre-testing 
Pre-testing, analysis and revision of tool 
Conduct major survey 
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Figure 3.1: Study Flow Diagram 
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3.1.3 Phase 3: Development, and Modification of the Survey Instrument  
Based on the findings from the exploratory qualitative interviews, well-established 
instruments such as the Short Form Six Domain (SF-6D), World Health Organization 
Wellbeing Index (WHO-5), World Health Organization Quality of Life-BREF 
(WHOQOL-BREF), and Kessler’s psychological distress scale (K10) were considered. 
A newly developed questionnaire on Adverse Childhood Experiences International 
Questionnaire (ACE-IQ) and a checklist of SLEs, spirituality, and social 
connectedness were also examined and modified to best suit the context of Bhutan. 
The final questionnaire was drafted. The drafted questionnaire was discussed with 
the supervisory team, and was further refined by external reviewers (Prof. Michele 
Clark at the School of Public Health and Social Work, QUT; four Bhutanese PhD 
candidates studying at QUT; a statistical officer at the National Statistical Bureau of 
Bhutan, and the scientific committee members of the Research Ethics Board of 
Health (REBH), Bhutan). The final survey instrument was pre-tested among 33 
elderly people in Bhutan to examine face validity. The final instrument was used to 
collect data in the main survey.  
The structure of the final survey questionnaire contains a total of nine sections. It 
begins with information on socio-demographic characteristics, followed by 
information on general health and lifestyle, the SF-6D to measure HRQOL, 
spirituality, the WHOQOL-BREF to measure QOL, WHO-5, SLEs and ACEs, and social 
connectedness. Finally, findings from the three phases described above are 
triangulated and discussed. This facilitated the investigator to interpret findings and 
draw potential implications for future interventions, practices, and research.  
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3.2 Study Sites  
The study site for data collection in phase two was confined to Thimphu, the capital 
city of Bhutan. In phase three of this study, the main survey sites were extended to 
three more commercial towns of Bhutan: Phuntsholing, Gelephu, and 
Samdrumjongkhar, in addition to Thimphu (see Figure 3.2). Thimphu is considered 
to be the most developed city. Phuntsholing is near the Indo-Bhutan border, and is 
nationally recognised as the economic capital of Bhutan. Given its economic 
vibrancy, Phuntsholing attracts traders and people from all parts of the country. 
Gelephu is situated in the south central part of Bhutan on the Indian border, and is 
also the entry point into Bhutan from India. Located in the south eastern region 
bordering the Indian states of Assam and Arunachal Pradesh, Samdrupjongkhar is 
the largest urban centre and the commercial hub for the five eastern districts of 
Bhutan. It is also considered to be the oldest town in Bhutan and is often used as 
the entry point for merchants and tourists entering Eastern Bhutan. One of the 
reasons for the choice of these study sites was to get maximum access to elderly 
people from diverse backgrounds. Existing religious sites (such as temples, stupas, 
or pagodas), vegetable markets, archery grounds, and public parks within the 
vicinity of the study sites were recognized as convenient places for contacting the 
participants.  
3.3 Study Population, Sample Size, and Data Collection Methods  
3.3.1 Phase 2: Exploratory Qualitative Research  
Study population and sample size  
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Figure 3.2: Location of the Study Sites 
 
There is no specific guideline for the number of qualitative interviews that is 
sufficient. However, the method of saturation determines sample size in many 
qualitative studies (Mason, 2010). According to Baker and Edwards (2012) in their 
review paper titled “How many qualitative interviews is enough?: Expert voices and 
early career reflections on sampling and cases in qualitative research”, the sample 
size recommended for graduate students ranged between 12 and 60. A total of 30 
participants in the IDIs were expected to attain saturation. Generally, the 
manageable number suggested for a focus group is between 6 and 10 participants 
(Rabiee, 2004). The upper limit of 10 was considered for each of the three FGDs 
large enough to gain a variety of perspectives. Accordingly, a total of 60 people (30 
for IDIs and 30 for FGDs) aged 60 years and above was proposed to be recruited for 
the exploratory qualitative interviews. It was envisaged that through IDIs and FGDs, 
data collection techniques would enable deeper understanding of older people’s 
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personal experiences and perceptions of their QOL and wellbeing, and of the 
commonalities they shared within the communities where they live.  
Criteria applied for recruitment of participants for exploratory qualitative research 
Inclusion criteria  
All Bhutanese older people both men and women: 
1. Aged 60 years and above, living in Thimphu, Bhutan, either independently 
or dependently; 
2. Can speak at least one of the four main languages of Bhutan: Dzongkha10, 
Lhotshamkha11, English, and Tsanglalo12;  
3. Living in the general community (therefore, not in hospital or admitted to 
any other institution). 
Exclusion criteria 
All Bhutanese older people, both men and women: 
1. Cannot communicate in any of the four languages; 
2. Has obvious cognitive and hearing impairments.   
The same inclusion and exclusion criteria were applied for the main survey. 
Recruitment procedures 
Prior to recruitment for qualitative research, ethical clearances were obtained from 
the Human Research Ethics Committee, QUT, Australia, as well as from the REBH, 
Ministry of Health, Bhutan. The principal researcher also obtained a letter of 
                                                 
10
 Official language of Bhutan and it mostly spoken by Western people of Bhutan; 
11
 Main language spoken by the majority of the Southern people of Bhutan; 
12
 Main language spoken by the majority of the Eastern people of Bhutan 
 63 
Chapter 3: Research Design 63 
approval to collect data from the Department of Census Division, Ministry of Home 
and Cultural Affairs, Thimphu, Bhutan (see Appendix G, H, & I). 
The procedures adopted for the data collection in phase two were as follows: 
1. Participants were contacted at temples, monasteries, stupas, pagodas, 
vegetable markets, archery grounds and recreational parks within the capital 
city of Thimphu. Bhutanese older people usually come to interact in these 
sites; 
2. The researcher provided information related to the research, including its 
aims and objectives, to the participants; 
3. Depending on the willingness to participate in the study, an appointment for 
an interview was sought; 
4. An interview was conducted after obtaining the participant’s consent; 
5. IDIs took place in venues convenient to participants. FGDs were conducted at 
the Faculty of Nursing and Public Health, Khesar Gyalpo University of Medical 
Science of Bhutan, since the setting was more conducive for discussions to 
take place.  
The participants were briefed to discuss the effects that various SLEs, ACEs, and 
family and social factors may have had upon their QOL and wellbeing. Participants 
were asked to approve audio recording of the interview. All participants were 
informed that they could withdraw from study at any point of time without 
comment or penalty. Participants were also guaranteed that their confidentiality 
would be maintained, and the findings would be reported anonymously. Involving 
minimal risks from participation was the top priority of the researcher. Some 
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emotional discomfort due to some of the questions being asked during the process 
of IDI was anticipated. If there was any incidence of such cases, participants were 
informed of the counselling and support services available at the Health Help Centre 
(HHC) at Jigme Dorji Wangchuk National Referral Hospital (JDWNRH) complex, 
Thimphu. Participants could contact this centre through their fixed number or 
through a toll free number. They were also informed of the support service 
available 24 hours per day. In order to minimise risk of discomfort during the 
process of interviewing, the researcher maintained respectful and courteous 
communication with the participants. No participants were challenged to answer 
any questions. Selection of the location for interview was agreed to meet the 
convenience of the participants, as well as to maximize confidentiality and privacy. 
In the process of conducting interviews, the interviewer was mindful of creating a 
conducive environment for open discussions to take place.  
In-depth interviews (IDIs) 
This study had 30 IDIs, with each interview ranging from 45 to 90 minutes. 
Purposive sampling was used, and most of the participants (both men and women 
elderly) were reached directly at the data collection site(s) and a few (n=5) were 
contacted via secondary referral. IDIs were conducted until saturation was 
obtained. The interviews focussed on the following themes: background 
information of the respondents; satisfaction and dissatisfaction in life, physical and 
mental difficulties, significance of spiritualty and religion, respect for elderly by 
family, friends, neighbours and society, feelings about living conditions and social 
connectedness, ACEs, SLEs, QOL, wellbeing and happiness. Information related to 
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practices adopted to improve, promote, and sustain wellbeing and happiness of 
elderly people was also discussed.  
Focus Group Discussions (FGDs) 
Three FGDs were conducted, taking 45 to 90 minutes per session. Each FGD had a 
minimum of eight participants coming from different parts of Bhutan with similar 
socio-economic backgrounds. One FGD was conducted exclusively among elderly 
men and another was conducted exclusively among elderly women. The third FGD 
comprised mixed genders. The objective of separating men and women in the first 2 
FGDs was to minimise domination of participants’ responses (often by men), and 
gain maximum insights which can be shared on the issues. The third FGD had mixed 
genders to enable interaction and sharing of opinions on the issues under 
discussion between the genders. Domination of the participants was controlled by 
the moderator (principal researcher) by providing equal opportunity to each of the 
participants. Data in the qualitative research was collected using guidelines (see 
Appendix D & E).  
3.3.2 Phase 3: Quantitative Cross-Sectional Survey   
Study population  
A total of 337 (189 male and 148 female) Bhutanese older people aged sixty years 
and above were recruited in the four major towns of Bhutan.   
Sample size 
Recruitment of a simple random sample of the Bhutanese older population was not 
feasible due to limited resources. There was no prior measurement on QOL among 
older people in Bhutan on which the calculation of the sample size could be based. 
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As suggested by Green (1991), the sample size was calculated  based on the number 
of predictors N≥50+8m used for the multiple correlation (N is number of subjects 
and (m) is number of predictors). Approximately 25 variables are included in this 
study, and using this, the sample size is approximately 300. To compensate for non-
responses, 30% of the total sample estimation was added, and therefore the sample 
size was calculated to be 330 Bhutanese older people. In the process of completing 
the survey, seven more Bhutanese older people were interviewed as was permitted 
by time. Hence, the final sample size for this study comprised 337 Bhutanese older 
people. Similar studies in the neighbouring countries of Thailand, Vietnam, Japan, 
Malaysia, Myanmar, Nepal, India and Singapore had sample sizes ranging from 110 
to 870 (Chalise, Saito, Takahashi, & Kai, 2007; Ha, et al., 2014; Mudey, et al., 2011; 
Naing, et al., 2010; Nanthamongkolchai, et al., 2009; Seah, et al., 2013; Sewo 
Sampaio & Ito, 2013; Sidik, Rampal, & Afifi, 2004).  
Data collection techniques 
To assist the principal investigator in the data collection, six final year nursing 
students from the Faculty of Nursing and Public Health under Khesar Gyalpo 
University of Medical Sciences of Bhutan (KGUMB) were recruited as research 
assistants (RAs) during their winter academic break 2015. Five of them had previous 
experience of conducting interviews. Two nursing students, each fluent in 
Tshanglalo, Dzongkha, and Lhotshamkha language were employed. All six RAs were 
fluent in English. After recruitment, a three day workshop was conducted by the 
principal investigator to thoroughly train the interviewers on the aims and 
objectives of the study and the use of the survey instrument. However, inter-rater 
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reliability was not tested in the process of data collection. To minimize error, the 
interviewers frequently kept in contact with the principal investigator for quality 
assurance. The principal researcher also participated in the data collection. During 
data collection, every effort was made to ensure respondents felt comfortable. Each 
interview included a brief session to explain the aims and objectives of the study, 
information to obtain consent, right to non-participation, maintenance of 
anonymity and provision of a list of support services available in case participant(s) 
suffered emotional distress as a result of participating in the study.  
General steps applied for the data collection during survey 
1. Participants were contacted at public places (temples, monasteries, stupas, 
vegetable markets, parks and in the archery ground) within the study sites of 
Thimphu, Gelephu, Samdrupjongkhar and Phuntsholing; 
2. Interviewers provided information related to the research project; 
3. Interviews were conducted in the place of choice that was convenient to the 
participants; 
4. Interviews were conducted after obtaining each participant’s verbal and 
written consent; 
5. Each interview took not more than one hour. 
3.4 Development of the Survey Instrument 
In order to ensure the survey instrument was appropriate in the context of Bhutan, 
a questionnaire was drafted by incorporating findings from the qualitative research 
and the use of existing standard instruments (see details in 3.1, phase 3).  
68 
68 Chapter 3: Research Design 
3.4.1 Information from the Qualitative Study  
Findings from the qualitative study are described in detail in Chapter 4. In general, 
the findings suggested that the best options for quantitative measurement include 
the WHOQOL-BREF and SF-6D for the measurement of QOL, WHO-5, Adverse 
Childhood Experiences International Questionnaire (ACE-IQ), SLEs checklist, Kessler 
psychological distress scale, spirituality, social connectedness, and a general health 
screening tool. The intact instruments are retained and modified to best suit the 
context of Bhutan.  
3.4.2 Pilot Study for Quantitative Survey  
Thirty three older people in Thimphu, who met all the criteria set for the survey, 
participated in the pilot study. This pilot study was conducted with the aims to:      
1) Obtain data to check the suitability of the survey instrument; 2) Receive 
respondents’ feedback and suggestions for the improvement of the questionnaire. 
The recruitment process adopted in the qualitative research was applied in the pilot 
study. The participation from respondents was entirely voluntary.  
The face validity of the questionnaire was determined through pre-testing. As 
recommended by Lackey and Wingate (1998), the sample size for the pilot study 
was set to be 10% of the final sample size (Lackey & Wingate, 1998). The decision 
was also guided by cost and time constraints (Hertzog, 2008). A re-test of the 
questionnaire was not feasible due to movements of the participants from place to 
place at the time of data collection.  
Of the 19 different languages in Bhutan (van Driem, 2004), Dzongkha is the only 
written local language (Phuntsho, 2013; Thinley & Maxwell, 2013). Therefore, no 
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forward or backward translation of the questionnaire was possible for Tsanglalo and 
Lhotshamkha languages due to lack of its written script. However, subjective quality 
control was applied by bilingual Tsanglalo and Lhotshamkha speakers during the 
training of data collectors. The questionnaire was first translated into Dzongkha by 
the principal researcher with the help of the English-Dzongkha dictionary published 
by Dzongkha Development Commission (DDC)13 a leading institute in Bhutan for the 
advancement of the Dzongkha language. The translated draft was reviewed by the 
scientific committee of the REBH to assess the semantic equivalence of the 
translation in both English and Dzongkha (See Appendix F).   
3.5 Survey Variables  
The survey instrument consisted of nine sections (see Appendix F). This study 
focusses on three main dependent variables: overall QOL, wellbeing, and HRQOL. 
The independent variables are the participant’s socio-demographic characteristics, 
general health and lifestyle, psychological distress, SLEs, ACEs, spirituality, and 
social connectedness.    
3.5.1 Details of the Dependent Variables  
Established instruments such as the WHOQOL-BREF, WHO-5, and SF-6D were used 
to assess, respectively, the overall QOL, wellbeing, and HRQOL of older people in 
Bhutan.  
                                                 
13
 Available at http://www.dzongkha.gov.bt/index.en.php  
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Overall Quality of Life 
The World Health Organization Quality of Life Assessment (WHOQOL) is a standard 
QOL instrument designed to be applicable to people living in a range of different 
circumstances, conditions, and cultures (The WHOQOL Group, 1998b). The initial 
WHOQOL framework was grouped into six domains. However, recent analysis from 
available data showed that a four-domain solution would be more appropriate to 
measure QOL related to physical, psychological, social relationships and 
environment (Power, Harper, & Bullinger, 1999; Saxena, Carlson, Billington, & Orley, 
2001; The WHOQOL Group, 1998a).  
WHOQOL provides subjective measurement of perceived QOL. Therefore, it differs 
from many other instruments. It considers QOL as a multidimensional concept 
(Saxena & Orley, 1997) and covers aspects on general QOL and health (Aigner et al., 
2006). This study applied WHOQOL-BREF, which is the short version of WHOQOL-
100, because of its brevity (Saxena & Orley, 1997), and because it is also said to be 
sensitive to the HRQOL status of those with long-term mental illnesses (Aigner, et 
al., 2006). It was also used because of its clarity, and ease of use with people with 
low or no literacy.  
WHOQOL-BREF contains a total of 26 questions. Three of the items are negatively 
phrased questions, and 23 items are positively phrased. It has four domains related 
to QOL: physical health (seven items), psychological health (six items), social 
relationships (three items), and environment (eight items). An additional two items 
assess general QOL and health satisfaction. The details of the facets under 
individual domains are displayed in Table 3.1. The items are rated on a 5-point 
Likert scale of 1 to 5, with a higher score indicating better QOL.  
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Past application of this scale in Iran (Cronbach’s alpha coefficient=0.70), Austria 
(Cronbach’s alpha coefficient>0.70), Russia (Cronbach’s alpha coefficient>0.70), 
India (Cronbach’s alpha coefficient>0.70) revealed higher internal consistency 
(Aigner, et al., 2006; Nedjat, Montazeri, Holakouie, Mohammad, & Majdzadeh, 
2008; Skevington, Lotfy, O'Connell, & Whoqol Group, 2004). 
Table 3.1: WHOQOL-BREF Facets and Domains 
Domain Facets incorporated within domains 
1. Physical health  Activities of daily living 
Dependence on medicinal substances and medical aids 
Energy and fatigue 
Mobility 
Pain and discomfort 
Sleep and rest 
Work capacity 
2. Psychological  Bodily image and appearance 
Positive feelings 
Negative feelings 
Self-esteem 
Personal beliefs and attentions  
Thinking, learning, memory and concentration 
3. Social relationships Personal relationships 
Social support 
Sexual activity 
4. Environmental  Financial resources 
Freedom, physical safety and security  
Health and social care: accessibility and quality 
Home environment 
Opportunities for acquiring new information and skills 
Participation in and opportunities for recreation/leisure 
activities  
Physical environment (pollution/noise/traffic/climate) 
Transport 
 
Scoring the WHOQOL-BREF 
The scoring of the WHOQOL-BREF followed the WHO guidelines (World Health 
Organization, 1996). Domain scores were scaled in a positive direction with higher 
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scores indicating higher QOL. The mean score of items within individual domains 
was used to calculate the domain score. Mean scores were then multiplied by 4 in 
order to make domain scores comparable with the scores use in the WHOQOL-100. 
The methods for manual calculation of individual scores are as follows:   
 Physical domain = [(6-Q3) + (6-Q4) + Q10 + Q15 + Q16 + Q17 + Q18] X 4 
 Psychological domain = [Q5 + Q6 + Q7 + Q11 + Q19+ (6-Q26)] X 4 
 Social relationships  domain = [Q20 + Q21 + Q22] X 4 
 Environmental domain= [Q8 + Q9 + Q12 + Q13 +Q14 + Q23 + Q24 + Q25] X 4 
 
The first transformation method converts scores to range in between 4-20 
comparable with the WHOQOL-100. The second transformation converts domain 
scores to a 0-100 scale. Although WHOQOL-BREF has no overall score (Nedjat, et al., 
2008), the overall QOL score range of 26-130 was found in Asian studies, such as in 
Thailand and Myanmar (Apidechkul, 2011; Naing, et al., 2010) and this has been 
applied in this study. Missing data of more than 20% has to be discarded according 
to the guidelines. However, none of the items had that level of missing data in this 
study.  
Mental Wellbeing 
Emotional wellbeing over the past two weeks was estimated using the WHO-5 
Wellbeing Index. The WHO-5 Wellbeing Index has five-scale items, is positively 
worded and uses a 6-point scale from zero (at no time) to five (all of the time). 
Higher scores indicate better emotional wellbeing. Ever since its first publication in 
1998 and due to its adequate validity, the WHO-5 Wellbeing Index has been the 
most widely used instrument across a wide range of study fields to assess subjective 
psychological wellbeing (Topp, et al., 2015). Past application of this scale in Thailand 
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and Japan (Cronbach’s alpha coefficient=0.87 each), Brazil (Cronbach’s alpha 
coefficient=0.83), and Malaysia (Cronbach’s alpha coefficient=0.84) showed a good 
validity with high internal consistency (Awata et al., 2007; de Souza & Hidalgo, 
2012; Momtaz, Ibrahim, Hamid, & Yahaya, 2011; Saipanish, Lotrakul, & Sumrithe, 
2009).  
Scoring WHO-5 Wellbeing Index 
Each of the five items in the WHO-5 is rated on a 6-point Likert scale from 0 to 5. 
The raw scores range from 0 to 25. As the guidelines suggested to use the final 
score in a percentage (0-100%), the scale was transformed by multiplying the result 
by 4 (de Souza & Hidalgo, 2012). A percentage of 0 represents the worst imaginable 
wellbeing, and the score of 100 represents the best imaginable wellbeing (de Wit, 
Pouwer, Gemke, Delemarre-van de Waal, & Snoek, 2007).  
Health-Related Quality of Life 
HRQOL was assessed using the SF-6D. SF-6D assesses how individual people 
experience difficulty in their daily activities. The SF-6D was derived from Short Form 
36 (SF-36) and comprises six multi-level dimensions of health: physical functioning 
(range: 1-6), role limitations (range: 1-4), social functioning (range: 1-5), pain (range: 
1-6), mental health (range: 1-5), and vitality (range: 1-5). Each dimension has a 
different Likert scale. The purpose of the SF-6D is to provide ratings of an 
individual’s HRQOL across all health conditions. The ratings of HRQOL are also called 
“utilities,” or preferences for health states that are used in health economic 
evaluation to derive quality-adjusted life years (QALYs) for use in cost utility analysis 
(Busija et al., 2011). These scores are useful in understanding the impact of 
interventions on health and QOL and assisting in decision making (Ciconelli, Ferraz, 
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Kowalski, Pinheiro Gda, & Sato, 2015). In this study, the scoring system applied 
developed an algorithm based in the United States (Sf6d_sf36v1_US_mod.SPS) with 
a total score range between zero to one. Zero indicated poorest and one indicated 
best HRQOL (Brazier, Roberts, & Deverill, 2002). The use of SF-6D was shown to be 
feasible, reliable and valid in measuring the six-dimensions of HRQOL studies 
conducted in Australia, Europe, Asia, South America  (Ciconelli, et al., 2015; Ferreira, 
Ferreira, & Pereira, 2015; Lam, Brazier, & McGhee, 2008; Norman, Church, van den 
Berg, & Goodall, 2013; Shiroiwa et al., 2015). SF-6D was applied in this study 
because of its low administrative and respondent burden and also due to its 
coverage of key constructs in the original questionnaire of the SF-36 (Busija, et al., 
2011). 
3.5.2 Details of the Main Independent Variables  
Socio-demographic characteristics 
A range of questions related to socio-demographic characteristics included 
information on age, gender, marital status, age of first marriage, age of 
experiencing first parenthood, total number of children living, nature of relationship 
with children, religion, place of most of the childhood days spent, level of 
education, compatible languages spoken, employment status in the past 12 months, 
and total number of household members living together. Most of the socio-
demographic information included in the final survey instrument was derived from 
the qualitative phase of this study, as well as information from the Gross National 
Happiness Survey Instrument (Centre for Bhutan Studies & GNH Research, 2010).  
 
 75 
Chapter 3: Research Design 75 
General health and lifestyle 
Participants were asked to rate their general health for the previous four weeks on 
a 5-point Likert scale from 1 (poor) to 5 (excellent), problems related to their ability 
to walk, and problems with memory on a 7-point Likert scale with response choices 
of 1=Refused to answer, 2=Don’t know, 3=Unable to walk, 4=Many problems, 
5=Some problems, 6=Very few problems, and 7=No problems. Participants were 
also asked if they had visited any health care providers in the last year due to their 
health problems.  
The presence of different chronic health problems was also assessed. This includes 
problems such as frequent back pain, diseases of the joints, arthritis, mobility 
impairment, memory decline, high blood pressure, diabetes, diseases of the heart, 
lungs, kidney, liver and skin, hearing and vision impairment, depression, insomnia, 
fatigue, stroke and cancer. In total, 24 different health problems were assessed in 
this study (see Appendix F). Additionally, participants were asked if they had taken 
medication due to different health conditions in the past four weeks. The lists of the 
questionnaire in this section were modified from the Australian National Health 
Survey14 questionnaire of 2012, as well as questions from the Gross National 
Happiness Survey 2010 (Centre for Bhutan Studies & GNH Research, 2010).  
Psychological distress 
Mental health is fundamental to the wellbeing of individuals, their families and the 
population as a whole. One general indicator of the mental health and wellbeing of 
a population is provided by measuring psychological distress. This study applied the 
                                                 
14
 Available at http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4363.0.55.0012011-
13?OpenDocument  
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Kessler psychological distress scale (K10). The 10 item assesses distress level in the 
last four weeks, and uses a 5-point Likert scale, with a response range of 1 (none of 
the time) to 5 (all of the time). Scores of the 10 items are summed and yield a 
minimum score of 10 to maximum score of 50. Low scores indicate low levels of 
psychological distress and high scores indicate high levels of psychological distress. 
The categorization of the distress score differs within studies; in this case, the 
distress scores were categorised in accordance to the Australian Bureau of Statistics 
(McNamara et al., 2014). Accordingly, the scores were categorised as follows: 10-
15.99=low, 16-21.99=moderate, high=22-29.99, and 30-5=very high. Use of the K10 
scale in Canada (Cronbach’s alpha coefficient=0.80), the Netherlands (Cronbach’s 
alpha coefficient=0.93), and Spain (Cronbach’s alpha coefficient=0.83) indicated 
satisfactory internal consistencies (Bougie, Arim, Kohen, & Findlay, 2016; Fassaert et 
al., 2009; Sarro et al., 2004) 
Spirituality 
Spirituality among Bhutanese older people was assessed based on the survey 
instrument developed by the Centre for Bhutan Studies (Centre for Bhutan Studies 
& GNH Research, 2010). The four principal questions that assess spirituality relate 
to a consideration of spirituality at the personal level, frequency in the recitation of 
prayers, practice of meditation, and consideration of Karma in daily life. All four 
indicators run on a four-point scale of “regularly” to “not at all,” except for the 
spiritual level, which ranges from “very spiritual” to “not at all”. However, in this 
study, a 3 point response format was used, with a response range of 1 (not at all) to 
3 (daily), except for spiritual level, which ranges from 1 “not at all” to 3 “very” and 
consideration of Karma in course of daily life from 1 “never” to 3 “always”. The 
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response choices of (moderate and somewhat or occasionally and rarely in the 
previous version) were collapsed into a single response “moderate or occasionally”. 
The total score for the four indicators ranged from 4 to 12 with 12 indicating a 
greater degree of spirituality. The internal consistency of the spiritual scale applied 
in a previous happiness study in Bhutan was considered unsatisfactory (Cronbach’s 
alpha coefficient=0.50) (Ura, et al., 2012), but there was no appropriate 
psychometrically validated scale to use as an alternative.  
Stressful Life Events  
SLEs were assessed through a modified SLEs checklist developed by Holmes and 
Rahe (1967) (Table 3.2). The findings on SLEs from the qualitative phase were also 
added in the final checklist. The presence of SLEs were assessed on two occasion as 
distal SLEs (those events occurred before the previous 12 months), and proximal 
SLEs (those events experienced within 12 months) with a response range of 1 (Yes) 
to 2 (No). A total of 20 SLEs were assessed in this study (see Appendix F). The total 
score ranged from 0 to 20 with 0 indicating no SLEs, and 20 indicating the highest 
number of SLEs. Cumulative SLEs were examined both as continuous or categorical 
variable in the analysis. Due to small sample size, the categorical cut off points for 
SLEs were 1-5, 6-7, 8-9, and 10-14.     
Adverse Childhood Experiences  
The ACEs of the elderly were assessed using the Adverse Childhood Experiences 
International Questionnaire (ACE-IQ) developed by the World Health Organization 
(2012), Departments of Violence and Injury Prevention and Disability (World Health 
Organization, 2012). The checklist was modified to best suit the context of Bhutan  
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Table 3.2: Social Readjustment Rating Scale (SRRS) 
Rank Life Event Mean  Rank Life Event Mean  
1 Death of spouse 100 23 Son or daughter leaving home 29 
2 Divorce 73 24 Trouble with in-laws 29 
3 Marital separation 65 25 Outstanding personal 
achievement 
28 
4 Jail term 63 26 Wife begins or stops work 26 
5 Death of close 
family member 
63 27 Begin or end school 26 
6 Personal injury or 
illness 
53 28 Change in living conditions 25 
7 Marriage 50 29 Revision of personal 
habits 
24 
8 Fired at work 47 30 Trouble with boss 23 
9 Marital 
reconciliation 
45 31 Change in work hours or 
conditions 
20 
10 Retirement 45 32 Change in residence 20 
11 Change in health of 
family member 
44 33 Change in schools 20 
12 Pregnancy 40 34 Change in recreation 19 
13 Sex difficulties 39 35 Change in church activities 19 
14 Gain of new family 
members 
39 36 Change in social activities 18 
15 Business 
readjustment 
39 37 Mortgage or loan less than 
$10,000 
17 
16 Change in financial 
state 
38 38 Change in sleeping habit 16 
17 Death of close 
friend 
37 39 Change in number of 
family get-togethers 
15 
18 Change to different 
line of work 
36 40 Change in eating habits 15 
19 Change in number 
of arguments with 
spouse 
35 41 Vacation 13 
20 Mortgage over 
$10,000 
31 42 Christmas 12 
21 Foreclosure of 
mortgage or loan 
30 43 Minor violations of the 
law 
11 
22 Change in 
responsibilities at 
work 
29       
Source: From the Social Readjustment rating Scale by T.H.Holmes and R.H. Rahe, 1967. Journal of 
Psychosomatic Research, 11, p.216 
 
 79 
Chapter 3: Research Design 79 
by incorporating some of the ACEs indicated from the qualitative interviews. Three 
of the “Bhutan-specific” ACEs included in the main questionnaire relate to assuming 
an adult role when still a child, a period of two or more weeks facing difficulty 
meeting basic needs of life, and forced labour contribution in state-initiated 
projects. These three “Bhutan-specific” ACEs were highly discussed and emerged as 
the most prominent themes in the qualitative interviews. 
The original ACE-IQ questionnaire assesses a total of 13 categories of ACEs. These 
include: childhood abuse (physical, mental, and sexual abuse, and physical neglect) 
and household dysfunctions (substance abuse, mental illness, household members 
treated violently, imprisonment of a family member, parental separation, and peer 
and community violence). Information on demography and marriage in the checklist 
was already incorporated in the main section of the final questionnaire. Although 
gathering of information on sexual abuse was attempted, the quality of information 
shared was felt to be poor due to difficulties faced in the respondents’ disclosure of 
personal sexual information to the data collectors. In Bhutan, talk of sexual topics, 
especially between old and young people, remains highly sensitive. Therefore, 
information on sexual abuse was excluded from the analysis. Thus, the final ACEs 
questionnaire included items related to neglect, household dysfunction, abuse, peer 
violence, and witnessing community violence. Calculation of ACE subcategory 
scores and total scores followed the guidelines of the WHO, with higher ACE score 
indicating more adversity experienced by participants prior to 18 years of age 
(World Health Organization, 2016). Cumulative ACEs score was examined both as 
continuous and categorical variable. Due to small sample size, the categorization of 
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cumulative ACEs score as 0-2, 3, 4, 5-6, 7-11 was set to illustrate the distribution of 
scores. 
Social connectedness 
Social connectedness refers to a person’s subjective awareness of being in close 
relationship with the social world (Lee & Robbins, 1998). Social connectedness was 
assessed with four items adopted from the Mental Health Statistics Improvement 
Program based in the USA. The questionnaire used a five-point Likert scale with a 
response range of 1 (strongly agree) to 5 (strongly disagree). The total score ranged 
from 5-20, with higher scores indicating better social connectedness. A past study 
showed good reliability and high internal consistency (Cronbach’s alpha coefficient 
above 0.9) (Lutterman, Phelan, & Berhane, 2005).  
3.6 Quality of the Survey Instrument   
3.6.1 Internal Consistency  
The internal consistency of the instrument was estimated by calculating the 
Cronbach’s alpha coefficient to indicate how well single items of an instrument 
reflect common underlying factors. The instrument was tested among 33 older 
people in the pilot study. Different researchers have different minimum acceptance 
of the Cronbach’s alpha value. In this study, the general agreement of the lower 
limit of Cronbach’s alpha of 0.70 was applied to qualify satisfactory for internal 
consistency (Bland & Altman, 1997). Using Statistical Package for Social Science 
(SPSS) version 21, the value of the Cronbach’s alpha for each measurement was 
calculated. As displayed in Table 3.3, the overall Cronbach’s alpha for QOL, 
wellbeing, HRQOL, general health conditions, SLEs, psychological distress, and social 
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connectedness ranged from 0.72 to 0.96. This indicated all the items of these 
variables were positively contributing to overall reliability.  
Table 3.3: Internal consistency for multiple scales in the pilot study 
Variables  Sample 
size 
No. of items Cronbach’s α 
Health-related quality of life (SF6D) 33 6 0.845 
WHOQOL-BREF 33 26 0.899 
WHO5Wellbeing Index 33 5 0.964 
Psychological distress (Kessler 10) 33 10 0.849 
Spirituality  33 5 0.500 
Stressful Life Events (SLEs checklist) 33 20 0.755 
Social connectedness 33 4 0.803 
Physical domain of WHOQOL 33 7 0.887 
Psychological domain of WHOQOL 33 6 0.763 
Social relationships domain of QOL 33 3 0.700 
Environmental domain of WHOQOL 33 8 0.739 
General health conditions 33 32 0.718 
 
3.7 Data Analysis and Management  
3.7.1 Quantitative Survey Data Analysis   
Prior to the actual data entry, all the questionnaires were thoroughly screened for 
inconsistent responses and non-responses. Data were entered through the use of 
EpiData version 3.1. Data was analysed using the SPSS version 21.0. 
Step 1: Data screening and preparation 
A coding manual was developed. Data entered were checked to ensure the 
presence of double-ups in ID numbers and all ID numbers were in range. The 
frequency distributions of all variables were generated and checked for the invalid 
response codes and degree of missing data. 
Checking of general assumptions 
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 Examined for normal distribution of all continuous variables and non-
normal values were categorised as per the given guidelines; 
 Homogeneity of variance: when comparing two or more continuous 
variables the mean (standard deviation) of all variables was considered to 
ensure similar spread; 
 Expected cell counts of 5 or more: Pearson’s chi square test is valid when 
expected cell counts are equal to or more than 5; 
For a multiple regression to be valid, the following assumptions were tested and 
fulfilled: 
1. Independence of errors (residuals) assessed by the Durbin-Watson statistic 
(range 0-4) and values close to 2 indicated no correlation between residuals 
and was accepted that there is independence of errors;  
2. A linear relationship between the predictors and the dependent variables. 
This was checked by plotting the studentised residuals against the 
(unstandardised) predicted values. Residuals forming a horizontal band 
(through scatter plot) indicate the likelihood of the relationship between the 
dependent variable and the independent variables to be linear;  
3. Homoscedasticity of residuals (equal error variances). It means that the 
residuals are equal for all values of the predicted dependent variable. 
Plotting studentised residuals against the unstandardised predicted values, 
the spread of the residuals did not increase or decrease on moving across 
the predicted values, which indicated the presence of homoscedasticity;   
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4. No multicollinearity. This was examined through inspection of correlation 
coefficients and the Variance Inflation Factor (VIF). The correlation of 0.7 
was accepted and the values greater than 0.7 indicated multicollinearity 
between the independent variables. The VIF values ≤5 were accepted to 
indicate no problem with collinearity.  
5. No significant outliers or influential points. This was checked by using 
Casewise Diagnostics, an option available in the Statistical Package for Social 
Sciences (SPSS). Any case whose standardized residuals were found to be 
greater than ±3 standard deviations were treated as outliers. The leverage 
points were checked and values <0.2 were considered safe. The influential 
points were checked using Cook’s Distance and values not more than 1 were 
accepted. 
6. The normal distribution of the errors (residuals). This assumption was 
checked by histogram with superimposed normal curve and the P-P plot. The 
mean and the standard deviation shown in the top-right of the histogram 
corresponding to approximately 0 and 1, respectively, was accepted as 
normal. Also, the points aligned close to the diagonal line in the P-P plot 
indicated normal distribution. 
Step 2: Descriptive statistics 
In order to fulfil objectives 1 and 2 of this study, descriptive statistics were used to 
assess the prevalence of all the dependent and independent variables listed above 
and included in this study.  
Step 3: Bivariate data analysis:  
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In order to determine an association between the hypothesized independent 
variables and overall QOL, the domains of QOL, wellbeing, and HRQOL, bivariate 
associations were conducted using Chi-square tests for both categorical 
independent and dependent variables; independent t-test for dichotomous 
independent and continuous dependent variables; and one-way ANOVA for 
categorical (i.e. >2categories) independent with continuous dependent variables to 
compare mean scores. Data which were not normally distributed were analysed 
using non-parametric tests such as Spearman’s rho correlation, the Mann-Whitney 
U test, and Kruskal-Wallis ANOVA. Assumptions of the different tests of association 
were checked and fulfilled. The details are discussed in Chapter 5. 
Step 4: Multivariate data analysis 
Three major dependent variables, overall QOL, wellbeing, and HRQOL were all 
measured on continuous scales. Prior to conducting multivariate analysis, important 
assumptions of linearity, independence of errors, homoscedasticity, and normality 
of error distribution were checked as mentioned in step 1 above.   
Linear regression models were used to determine predictors of QOL, wellbeing, and 
HRQOL and to estimate the independent and multiple effects of selected factors on 
QOL, wellbeing, and HRQOL. For this, variables with p-values equal to or less than 
0.1 in the bivariate analysis, or those that were hypothesized to be strong 
predictors of QOL, wellbeing, and HRQOL were included in the model to determine 
their predictability. The details are discussed in Chapter 6.  
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The probability level of 95% was applied for all statistical tests. This study used a 
significance level of α=0.05 and all prevalence estimates were calculated with a 95% 
confidence interval.   
3.8 Ethics Considerations  
Ethical approval was obtained from QUT Research Ethics Committee (QUT Ethics 
Approval Number 1300000561), as well as from the REBH 
(REBH/Approval/2011/013 Amendment #1 and version No. 9), Ministry of Health, 
Bhutan. Approval for the study was also obtained from the Ministry of Home and 
Cultural Affairs (NGHA/ADM-15/2013-1093 & CHA/PPD (Mise-01)/2014/31), 
Thimphu, Bhutan, prior to the commencement of data collection. In addition, 
approvals to conduct the survey were obtained from the office of the Mayor in each 
study site. All study participants were informed of the nature, purpose, risks and 
benefits of the study.  
A simple plain-language statement was developed with information related to the 
purpose of the study and its importance, the involvement of participants and their 
roles, and the minimal risks and benefits of taking part in the study (see Appendix A, 
B, & F). In all of these publications, it was made clear that information that could 
possibly identify individual respondents would not be included. Participation was 
strictly on a voluntary basis and participants were given full rights to choose not to 
answer questions that made them feel uncomfortable. Interviewers explained the 
objectives of the study and obtained informed consent from respondents prior to 
the interviews. At the end of each interview, the respondents of both IDIs and FGDs 
were given a small gift (AUD$10 equivalent), and the participants of the main survey 
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were remunerated with Nu. 100 to recognize their time commitment and 
contributions made to the research. No prior incentives were provided in favour of 
getting the answers. Respondents were briefed to ask any question related to the 
topic to the interviewer at any time during the entire interview period.  
Summary 
This study applied a sequential exploratory mixed-method (i.e., exploratory 
qualitative research followed by cross-sectional survey) design. The qualitative 
interviews with Bhutanese older people (54 individuals) were conducted in 
Thimphu, the capital city of Bhutan. In the quantitative survey, a total of 337 survey 
participants were recruited from four geographical regions of Bhutan (Thimphu, 
Phuntsholing, Gelephu, and Samdrup Jongkhar). The qualitative data collection 
applied IDIs and FGD methods, and the survey data were collected through face-to-
face interviews by six trained interviewers. The study protocol was approved by 
QUT’s Research Ethics Committee, and the REBH of the Ministry of Health, 
Thimphu, Bhutan.    
The survey instrument was carefully modified through use of information from the 
literature review, findings from qualitative interviews, and feedback from the pilot 
study. The face validity of the dependent and independent variables was found to 
be adequate. Most of the variables met the criteria for internal consistency. The 
spirituality measure showed weak internal consistency; however, it was included 
because the measured items were constructed and have been applied in the past in 
two “Gross National Happiness” surveys in Bhutan, and the items appear on face 
value to be appropriate for the Bhutanese population.  
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CHAPTER 4: QUALITATIVE FINDINGS 
Introduction 
This chapter presents the results from the exploratory qualitative interviews, 
describing how older participants in Bhutan perceive their life satisfaction, 
wellbeing, and the factors linked with their subjective perception. A further purpose 
of the qualitative components was to identify the main determinants of QOL to be 
included in the survey proposed for the third phase of the study.  
This chapter has four sections. The first section describes the demographic 
information of the respondents. The second section summarises the qualitative 
data analysis and the prominent themes generated from the content analysis. The 
third section examines perceptions on QOL and significant components of wellbeing 
among older people. The last section describes important issues related to QOL and 
wellbeing from the focus group discussions (FGDs). The chapter concludes by 
describing the conceptual framework that guides this study.   
4.1 Demographic Characteristics of the Participants  
A total of 54 older people participated in the qualitative research conducted from 
October 2013 to January 2014. Thirty (18 male and 12 female) older adults 
participated in the IDIs and 24 (15 male and 9 female) participated in one of three 
focus group discussions (FGDs). Each focus group comprised of eight members, and 
was conducted to gain different perspectives on QOL. Table 4.1 presents the 
demographic information of the participants. The mean age for the participants in 
the IDIs was 73.4 years, and participants ranged in age from 60 to 83 years. More 
than three quarters (86.7%) of the IDI participants had no formal education 
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background and more than half (60%) were male. Half (50%) of the participants 
were widowed. The majority (93.30%) of the IDI participants were Buddhists. More 
than half were from the east of Bhutan, while one third were from west of Bhutan. 
Since the majority of the IDI participants were from east of Bhutan, the Tsanglalo 
language dominated with 60%, followed by Dzongkha and Lhotshamkha.  
More than half of the FGD participants were men (15 males versus 9 females). Their 
ages ranged from 60 to 87 with an average of 73.2. One group was conducted 
exclusively with women, while another was conducted exclusively with men. The 
third group had mixed gender, but only one woman participant could take part. Two 
assistants were recruited to help with the logistic arrangement of the participants 
as well as to help make observations.  
4.2 Qualitative Data Analysis  
4.2.1 Process of Data Analysis  
The digital recording of the IDIs and FGDs contains interviews in all the four 
languages (mostly in Dzongkha and Tsanglalo). After the completion of each 
interview, the record was replayed depending on the wish of the respondent to 
check whether they agreed with what was said. Many decided not to revisit the 
recorded interview due to time constraints. The principal researcher speaks fluently 
in all the four languages (English, Dzongkha, Tsanglalo, and Lhotshamkha). Having 
adequate linguistic competence and knowledge of the people under study, the 
principal researcher took full responsibility for the translation of the collected data 
from all the four languages and transcribing it into English. Each interview of 60-90 
minutes consumed 4-5 hours of transcription time. Each transcription was audited 
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for accuracy by revisiting the recorded interviews. Back translation into the original 
was not done due to the time and cost involvement, which was beyond the control 
of the researcher. The verbatim notes were de-identified prior to analysis. Themes 
were generated through the content analysis method. Relevant quotes were used 
to support the themes that emerged and were cross checked by the supervisory 
team.  
4.2.2 Content Analysis  
Qualitative content analysis is one of many research approaches that can be 
employed to analyse textual data (Hsieh & Shannon, 2005). Several authors have 
defined qualitative content analysis differently. For instance, Patton (2002) defined 
it as “any qualitative data reduction and sense-making effort that takes a volume of 
qualitative material and intends to identify core consistencies and meanings” 
(Patton, 2002, p. 453). Content analysis is a method of analysing written, verbal or 
visual communication messages (Cole, 1988). As suggested by Graneheim and 
Lundman (2004), the transcription of the whole interview was taken as the unit of 
analysis in this qualitative study (Graneheim & Lundman, 2004).  
The process involved in content analysis in this present study was designed to 
condense raw data into categories or themes based on valid reference and 
interpretation. Inductive reasoning was used to determine the themes and 
categories that emerged from the data. Of the three approaches to qualitative 
content analysis discussed by Hsieh and Shannon (2005), part of the idea on 
summative content analysis was applied in this analysis. It began with counting of 
words or manifest content, and extended the analysis to include the latent 
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meanings and themes (Hsieh & Shannon, 2005). According to Kondracki, Wellman, 
and Amundson (2002), the analysis deals with the relationship aspect and involves 
the interpretation of the underlying meaning of the text. This is referred to as latent 
content (Kondracki, et al., 2002).  
Table 4.1: Demographic information of the IDI and FGD participants 
Characteristics  In-depth interview Focus group discussions 
n (%) n (%) 
Age   
Mean ± SD (Range)                
 
73.4±6.58 (60-83)         
 
73.16±7.82 (60-87) 
Education level 
No formal education              
Completed High school      
University level                        
 
26 (86.70)                                 
1 (3.30)     
3 (10.00)                                                                   
 
NA 
Gender 
Male 
Female   
 
18 (60.00)       
12 (40.00)                                                            
 
15 (62.50) 
9 (37.5)
Marital status 
Married 
Divorced   
Widowed 
 
12 (40.00)                               
3 (10.00)                                 
15 (50.00)                              
 
NA 
Religion 
Buddhism 
Hinduism                               
 
28 (93.30)      
2 (6.70)                         
 
24 (100.00) 
Region of Origin 
East 
West 
Central 
 
17 (56.70)                              
10 (33.33) 
3 (10.00) 
 
NA 
Spoken language  
Dzongkha 
Tshanglalo   
Lhotshamkha                       
 
10 (33.30)   
18 (60.00)  
2 (6.70)                          
 
 
NA 
Note: n=Number of participants; NA=Not applicable 
In the process of analysing IDI and FGD data, the following themes and sub-themes 
were recognized. 
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Looking back to life, how satisfied or unsatisfied are older people with the type of 
life they led? 
 Satisfied with life in relation to giving and getting help when needed from: 
o Children 
o Parents 
o Siblings 
o Relatives  
 Satisfied with life for personal fulfilment 
o Fulfilment of the basic needs for life 
o Accomplishment of education and employment 
o Good health conditions 
o Enjoying benefits of transport and communication facilities in remote 
villages 
 Satisfied with spiritual life 
o Engaged in spiritual practices 
 Unsatisfied with life due to social issues 
o Loss of significant people in life 
o Loss of independence in life 
 Unsatisfied with life due to psychological issues 
o Approaching death 
o Sometimes overwhelmed by grief and sadness 
Generally what are the important things in life that affect QOL of older people? 
 Having enjoyed the benefits of  
o Education/qualification/employment 
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o Adequate wealth and property 
o Health maintenance 
o Family system 
o Spirituality 
What physical difficulties cause problem for older people? 
 Musculoskeletal problems 
o Pain on joints 
 Problems of the main senses 
o Eye sight 
o Hearing 
 Heart problems 
o Blood pressure 
What emotional problems affect life of the older people? 
 Sorrow  
 Worry about health and the future 
How important is religion in older people’s life? 
 Important 
o Blessings from Triple Gem15 
o Pure thoughts and intentions 
o Accumulation of merits 
How respected are older people by their family, friends, neighbours, and society? 
 Generally respected as elderly  
                                                 
15
 Also known as Kencho-Sum among Bhutanese people, the Triple Gem are the three things that 
Buddhists take spiritual refuge in and seek guidance from. The Triple Gem includes Buddha, Dharma, 
and Sangha. 
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o Family 
o Relatives 
o Friends  
How do older people feel about their living situation? 
 Feeling satisfied  
o Family, friends, neighbours, and community support 
 Feeling dissatisfied 
o Declining rich culture and traditional practices 
What ACEs affected wellbeing of the older people? 
 Childhood labour contribution 
 Conditions at that time not meeting basic necessities for life 
What SLEs in adulthood most affected the lives of older people?  
 Death of children and close family members 
What are the sources of happiness for older people? 
 Family members 
o Children and grandchildren 
What practices are adopted by older people to promote their wellbeing? 
  Recitation of mantras and prayers 
 Circumambulation of religious monuments 
 Making offerings 
 Talking to their friends, families, and relatives 
4.3 Findings from the In-Depth Interviews  
1.Looking back on your life, are you satisfied with the type of life you lead? 
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Most of the older participants credited that their ability to give help and support to 
their children and family, such as having successfully sent their children to school, 
their children gaining decent jobs and income, and in turn finding themselves being 
looked after well by their children, were the main sources of life satisfaction. One of 
the female respondents said: 
 “When I became divorced I couldn’t send my children to school. However, 
one of my sons didn’t want to be in village and forcefully enrolled himself 
into school. I had a difficult time paying his fees. Money was scarce and after 
discussion of my situation with his head teacher, I ended up paying his fees in 
the form of cash crops and locally brewed wine. My son was equally hard 
working and intelligent. Today, he benefits me the most.”  
Meeting basic necessities of life was the difficulty faced by most participants during 
their childhood and early adult years. Compulsory labour contribution for state 
initiated projects seriously impacted their livelihood. However, the abolishment of 
compulsory labour contribution and the removal of heavy tax payments during the 
reign of the third monarch were a big relief to Bhutanese in general, and in 
particular to older people.  
Older people rejoice that Bhutanese people today can keep whatever produce they 
harvest from the hard work they have invested in their land. They admitted more 
opportunities are available to them to earn a decent living, which was a difficulty for 
many elderly people in the early days of their life. In those days, contribution of 
labour for any developmental activities under the state was compulsory for every 
household. The state needed help from their people because of the scarcity of 
labour and amenities in early days. Many had to contribute their labour. Most of 
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the elderly participants recalled having contributed their labour in the construction 
of roads. They recalled carrying rations on their back to help sustain their life at the 
work site. The wage was barely sufficient. Sometimes, in the preparation of rations, 
they were late reaching the work site and the supervisor would flog them. Freedom 
from compulsory labour was discussed often. Older people feel that, today, the 
members of the family can live together for most of the time, unlike in the past 
where family members went away to contribute labour for days, weeks and 
months, away from their home and family. The discussion of this issue generally 
focused on the importance of being together in the family.   
Older participants described how both central and local government was fully 
supported by taxes of various forms from the 1940s to 1960s. The taxation system 
was closely connected with the labour contribution system. They recollected that 
tax collectors called threlpa would be appointed by the government to collect tax 
from people. The government depended on various forms of taxation paid in 
relation to wealth such as land, its quality, and cattle. Elderly people recalled that 
the tax payment was so high that whatever they cultivated or wove, the final 
produce had to be paid to the local or central government as tax. Today, with the 
same amount of land, people have the opportunity to earn their living since 
produce from their land and the cattle can be kept by themselves.  
A male respondent who said he served in three reigns of Bhutanese monarchs said: 
“From the reign of the third monarch, labour contribution and heavy 
payment of tax was abolished. It was a big relief since then. Now the 
Bhutanese people are enjoying an unprecedented peace and happy life far 
better than in the past.” 
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Another male respondent recalled how burdensome life was as a child, especially to 
go and serve the compulsory labour contribution. He said: 
"I wished I had remained as a very small child forever, so that I didn't have to 
go contribute labour, which was unrewarding." 
One of the female respondents commented: 
“We had to work in the field and the crops we cultivated and harvested had 
to be paid to the government. We had no opportunity to take what we had 
harvested. If we had cultivated paddy, we had to pay the rice; if we 
cultivated wheat, we had to pay the wheat. In fact everything we harvested 
had to be paid to the government.  There was no possibility for the simple 
peasants to earn a good living. This is not the case any more in today’s time.”  
For the few older people who had a formal education, getting an education, joining 
a training institute and finally getting a job of their choice were basic reasons for 
satisfaction in life. For this minority, getting a job of their choice was not much of a 
problem compared to the difficult job market Bhutanese face today. Through 
education, their aim to become someone in life was fulfilled and this was a source 
of satisfaction in life. One of the respondents who had formal education said: 
“I am satisfied with my life since everything was borne to me by the Royal 
Government of Bhutan. I was conscripted to enrol into school, got my 
education, got my training and a job to serve through which I am still paid 
salary by government. I had lots of opportunities to go abroad for training 
which made me satisfied in this life.” 
For the majority who had no formal education, even though they couldn’t be 
enrolled into school, their subsequent ability to send their children to school was a 
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source of satisfaction in their life. One of the female respondents said with pride 
that having the platform to showcase her talents and her inner potential was a big 
achievement in life. She said: 
“Last year, I enrolled in one of the media programs for debates and narration 
of poetry organised by Bhutan Broadcasting Service. I became famous 
overnight and people from all walks of life appreciated me, which I feel so 
proud of myself. I come from no formal education background, yet the art of 
narration and rationalization comes to me naturally.” 
A few of the respondents admitted that not having arguments, nuisance, troubles, 
and misunderstanding with any people in their family and local community was 
important for their life satisfaction. This meant having sound relationships with the 
surrounding people was the basis for satisfaction and a happy life. One of the male 
respondents said: 
“All my neighbours are good to me and they are all happy seeing me. They 
tell me that I am the person who does not create nuisance or 
misunderstanding with neighbours. They love me and respect me.”  
Some of the older people credited their satisfaction in life to their successful 
marriage. Successful marriages were defined according to them as having a long-
lasting married life with no misunderstanding, and the partners are always there to 
help each other. One of the married male respondents said:  
“I am totally satisfied with my married life. It is a very fruitful, successful and 
well-coordinated one. I have been married for the last 33 years. I have had 
no misunderstanding with my wife at any level of our life. What’s going to 
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happen after this is another issue, but till now we have been living a very 
happy married life.” 
Several participants said that their services rendered to the country, people, and to 
the King (commonly known by Bhutanese as service to Tsa-Wa-Sum) in their 
capacity as soldier, civil servant, farmer, and as lay monk, was another source of 
satisfaction in their life. More than half of the people said that, engaging in spiritual 
activities such as building of religious monuments and circumambulation intended 
for the benefit of all sentient beings, recitation of Mantras, attending religious 
events, doing meditation and going on pilgrimages all contributed to life 
satisfaction. An older male participant who contributed his service to the army said: 
“Even today, if the country is in dire need and I was given an opportunity to 
come back and serve the country, I would happily come back without giving 
a second thought.” 
One of the older male participants who built religious monuments for most of his 
life in his village claimed: 
“I have built a Buddhist temple all by myself in my village for the benefit of 
all the sentient beings including myself, my country and the people. I feel 
happy that the monument is benefiting hundreds of people in my village 
even to this day.”  
A common theme in the interviews was that older people feel that Bhutanese 
people are blessed with religious communities that pray for the welfare of the 
people and the country, and the wellbeing of sentient beings. It was one of the 
sources of life satisfaction. Thinking no ill of others, being able to control desires 
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and cravings, and realising the preciousness of human life was also the source of 
satisfaction for most of the older people.  
The IDIs also explored causes of dissatisfaction in life. Loss of independence and 
being dependent on their children and grandchildren were the common cited 
reasons for dissatisfaction. An older female, who stays with her daughter and looks 
after her grandson, said: 
“Even though we live together with our own children, I hesitate to live with 
them all the time. I cannot be of any contribution to them. I have to feed on 
them like parasite. There are lots of hesitations. What I want to have, I 
cannot order my children to bring it.”  
Another older female participant added: 
“Growing old to lead life on our own in the village or at the hands of children 
are both problematic. I can neither go back to the field to work, nor can I ask 
anything from my children. I have to live with whatever they give me.”  
A few of the older people said that they are dissatisfied with the kind of life they 
led, especially when they regret not having education. An older woman said: 
“As a female child, I had no opportunity to enrol into school as I had to carry 
out all the household chores. For my entire life, I ended up utilizing these 10 
fingers to work in the field, cultivate, harvest, and feed my family. Now I am 
realizing that I am only getting older day by day.”  
Another female added:  
“Had I been to school, I would have become someone in the service and must 
have already retired by now. I was conscripted to enrol into school, but my 
brothers did not allow me to go to school. I remember them requesting the 
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authorities not to enrol me into school since there was no one to work at 
home.” 
Two of the older participants in the IDI said that not being able to build a house to 
have a roof over their head when they were physically able was a big regret in their 
lives. It was due to a lack of resources persisting until today. One of them said: 
“Not getting a proper house for me and my family is a big worry. I carry this 
worry all the time. I don’t know why I am thinking about it all the time. I 
think I will perhaps die with this regret in life.” 
2. What are the important things that affect life? Why are they important? 
There is a local saying in Bhutan “A piece of knowledge is better than 100 kilograms 
of gold.” Several participants discussed at length the importance of education in 
life, without which they felt living in the modern world would be difficult. They felt 
that education helps broaden thinking capacity and expands opportunities to earn a 
decent living. Most participants had no formal schooling, and the lack of 
opportunity to be educated was recognized as one of the hardships they shared 
with people in their age group. They spoke often of how a lack of education reduced 
their ability to create a prosperous life for their family.  An older female participant 
said: 
 “I feel that having education is like having light in the darkness. It is only 
through education a person is able to travel around the globe and get 
exposed to the world.” 
Another male respondent commented: 
“Most of the people who do well in life are those who can speak, read, and 
write. Of course there is no guarantee education alone can make an 
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individual a better person, however possessing it is the gateway to finding 
better jobs.”  
Another male participant supported: 
 “Since I couldn’t enrol into school, I had a difficult time bringing up my 
children, especially when I was earning meagre salary. I had to work under 
someone’s order since I had no formal education background. Thinking that 
the same might happen to my children, I worked hard and put all my children 
into school. I was also blessed with children who were equally hard-working. 
Today I am staying happily with them. They look after my welfare.”  
Several participants emphasised the significance of having adequate properties and 
money. A good economic status to earn a decent living was felt important in the 
ever changing time and the competitive world. An older female participant said: 
“These days, every walk of our life depends on money. To prolong my life, I 
have to perform rites and rituals and for that money is required. I wanted to 
go for pilgrimage. For that money is important and I don’t have means to get 
it. It all depends on my children.” 
However, some of the older participants said as they grow older, one source of 
satisfaction was that they were now mostly free from cravings and desire for wealth 
and property. An older man who served in the Royal Bhutan Army said: 
“There is no doubt wealth and money are necessities of life. However, I have 
noticed decrease in the desire for wealth and money with ageing. For me I 
have no desire and cravings for wealth, since I am getting old and I know 
that nothing can be taken along with me when I leave this world forever.” 
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Although many participants mentioned the obvious benefits of wealth, this was not 
a strong theme throughout the interviews. Many suggested that they were satisfied 
as long as they had the basic necessities for life. A female participant who stays with 
her son and daughter-in-law said: 
“Having adequate and regular meals a day, decent clothing to wear and a 
roof over my head is enough to lead a happy life, which was a difficulty in 
early parts of my life due to heavy taxation. People today can have whatever 
produce they harvest from their cultivated land.” 
Most of the older people expressed that maintaining good health is essential to 
attain happiness and satisfaction. An older woman, who was the lone survivor of 
her generation in her family, said that she was happily living with her children 
because of her own good health and health of her children. She put it this way: 
“I am happy most of the time, because I don’t suffer from any of the common 
health problems such as diabetes or hypertension which many of my friends 
suffer from. My children are also fine like me as of now. I don’t think that I 
need anything more than this in life.” 
An older female participant in her 80s who currently lives with her daughter said:  
“If health is lost, everything is lost to a person. There is no possibility 
anything can be done well without good health. Even for me coming to this 
monument to engage myself in spiritual activities requires good health. 
Otherwise I won’t be able to do so.”  
One of the male participants who claimed to be a local healer said: 
“There is no one who can be so dear other than me to care my own body, 
mind, and speech. No one can replace me. Therefore, I have the sole 
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responsibility to take care and maintain my own health. Good health 
condition is the basis for a person doing anything worthy in life. Therefore, 
health is very important in life.”   
It goes without saying that having a good health-care system is important. Bhutan 
provides free health care to its citizens. A man in his mid-80s felt the significance of 
establishing health centres in every part of Bhutan, and was thankful to the 
government of Bhutan for constructing hospitals in every district. He was aware of a 
number of chronic health cases that had been referred outside of the country for 
further treatment. Such referrals are a big burden to the patients, their family, and 
to the country. He said: 
“The Government has built hospitals in every district of the country. Many 
diseases are being treated and cured within country. Further, if more training 
of doctors and other health care professionals is possible, I think it will 
become more feasible for the Bhutanese population to avail more 
comprehensive services from it. Many Bhutanese lives are lost because of 
their inability to access and afford health care services.” 
Most Bhutanese senior citizens perceive that spiritualism plays an important role in 
their daily lives. Many believe true blessings come from Triple Gem and local 
deities. They also believe the offering of mind, body, and speech to Triple Gem is 
important as it translates into the purity of action, speech, and thought. Many 
perceived that spiritualism limits thinking ill of others, and suppresses unhealthy or 
socially unpopular desires and cravings. Most of the older participants have one 
aspiration in common which is praying for the wellbeing of the people, country, and 
sentient beings. One of the female respondents mentioned: 
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“I am fond of accumulating merits. The more I accumulate merit, the more I 
get happiness and peace of mind. Making offerings to Triple Gem is believed 
to help dispel obstacles coming to life.” 
An older participant who devoted his entire life to spiritual activities said: 
“Engaging in spiritual activities helps pave the road for life after death. It 
also helps liberate people from their constant suffering in the Samsaric 
world.” 
Another female participant added:  
“Besides helping pave the road for life after death, it also helps us discover 
self and become more aware, explore more of our own potentials, discover 
hell and heaven within self and teaches the law of cause, conditions and 
effects.” 
An older male participant in his mid-70s firmly believes spiritual help is 
unconditional. He said: 
“When my son-in-law met an accident, all he could remember was reciting 
Baza Guru16. By the time he came back to his consciousness, he was hanging 
miraculously from a tree while his car crashed into pieces. I believe it was 
because of the blessings from Triple Gems that nothing happened to him.” 
Some of the older people mentioned that the availability of religious facilities where 
they can spiritually engage made them happy and satisfied. An older woman who 
has come from the east of Bhutan to stay with her niece in Thimphu said: 
“I have been living in Thimphu for the last 11 years. I am happy being here, 
since the place is blessed with many religious sites. I can fully engage to 
                                                 
16
 Mantra invoking the lotus born Indian saint Guru Rimpoche for his blessings 
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enhance my spiritual practice. These facilities are not available in my village. 
The ones we have are all vandalised.” 
While the benefit of spiritualty in daily lives was expressed by most participants, 
some older people mentioned that spiritual activities also involve investment of 
material goods particularly in the form of money, which may adversely affect the 
wellbeing of the person and the family.  One of the older males mentioned:  
“I don’t go to extremes when it comes to religion or spirituality. Of course I 
do offer butter lamps and water every morning in my small altar at home. I 
also understand religion plays an important role in our daily lives, but the 
fact is I don’t know much about its influence. Generally, when sick, most 
people would go to seek help from a traditional healer, who are usually 
religious or spiritual. These superstitious healers for most of the time would 
talk about astrological ideas and the need to perform numerous rituals. 
Attending such rites involves lots of expense. I have seen people spending 
more than Nu 20,000 performing such rite. There is no better way to earn 
money! Sometimes the expenditure is more than what is earned in a month. 
If the patient recovers after performing rites, it is fine. If not, the patient and 
the family become more stressed, guilty, and agitated. That is why I said I am 
not into extremes when it comes to religion and spiritualty. I feel it’s 
becoming more of a commercial business.” 
Another older female who admitted knowing nothing about religion, said:  
“I do not know anything about religion. I am here in this monument for most 
of the time. This is because there is something I can get to eat, sometimes 
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money, and clothes that people visiting this place offer. It is like my source of 
livelihood these days.” 
Some of the participants also indicated the significance of transport and 
communication facilities. An older woman who lives in a village looking after her 
grandchildren said: 
“Roads have reached to my village. All my children have got one vehicle each 
of their own. Whatever we produce from the field is sold to the nearest 
market and we earn extra income. We become more self-reliant and less 
dependent on others. I only need to buy salt from the market and the rest I 
get it from my field and my garden.” 
Another older male participant added: 
“With road connection means we can sell our products to the nearest market 
in time, and travel to different places. In the early days of my life, I had to 
walk days and nights away from home and family to reach the destination 
that has become a matter of an hour’s journey today and we can be back to 
family soon. These days, we can also remain connected with our families and 
relatives through phone connectivity.”   
3: Do older people in Bhutan have physical and emotional difficulties that cause 
problems to their life? If yes, what is the nature of these difficulties? Are there any 
problems with treatment and financial issues or need for care and support 
services? 
The common physical health problems cited were related to musculoskeletal, 
cardiovascular, and sensory disorders. An older male participant in his late 70s 
mentioned:  
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“I experience pain on both my knees. I think it is normal for older people. I 
have not much problem walking up. However, walking down the path is a big 
problem, since I cannot bend my knees. There are high chances for me to fall 
down. Besides, I suffer from high blood pressure, for which I have been 
taking medicine for the past one-and-a-half year. My eye and ears are still 
good.” 
A female participant in her 80’s added:  
“I suffer from chronic back pain. I also suffer from chronic headaches and 
when I visited hospital with my granddaughter recently, I was told that I 
suffer from high blood pressure and my headache is related to it. I am taking 
medicine and I feel some improvement.”  
While pain was perceived to be a natural consequence of ageing, some suggested 
doing prostrations has both physical and spiritual benefit, as this female participant 
explained: 
“I was suffering from pain on my knees. I did prostrations of 200 times per 
day and the pain was gone.” 
The other major physical difficulties were related to sensory impairment in 
particular with eye sight. A few had had cataract operations, while some use eye 
glasses. An older male participant in his early 80s who was having difficulty with his 
eye sight said: 
“I cannot see at all with my left eye. It has gone blind two years ago. Doctors 
in the national hospital said I have a problem with the optic nerve, which is 
difficult to treat and get cured. Now with my right eye I can hardly see at this 
age.” 
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 Many IDI participants mentioned problems related to cardiovascular and 
circulatory systems. Suffering from high blood pressure was the main complaint. All 
of them were on anti-hypertensive medication. An older female who suffers from 
high blood pressure said:  
“When I suffer from severe headache, I feel that there is some kind of 
fireworks going on in my head. When this happens, I hear nothing. Instead, I 
feel heavy, very heavy, which often makes me have low mood. I have been 
suffering from this for some time.”  
An older man with strong compliance with his medication said: 
“I am suffering from high blood pressure. I am taking anti-hypertensive drugs 
on a daily basis and I receive them from hospital on a monthly basis. I am 
controlling my diet as per the recommendation of my doctor.” 
Some of the participants reported suffering from respiratory diseases. Very few 
reported suffering from diabetes.  
Concerning the emotional problems, sorrows due to loss of significant people 
including a spouse and worrying about their children were thought to have the 
strongest influences on the emotional state. One of the female participants said: 
“All my children are scattered around the country. I feel my children will not 
be able to attend my sickness and death too.” 
Another female participant added:  
“There are instances where elderly people are not cared for by their children. 
I am worried that such things might happen to me. I have also heard children 
today feel the burden of the presence of their parents and grandparents. The 
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elderly have nothing to contribute to their children. Seeing and hearing such 
incidences make me worry and get mentally disturbed.” 
An older man who has recently come to Thimphu to live with his children said: 
“I cannot be of any contribution to my children. I worry and feel insecure 
thinking if my children will continue looking after me and my welfare. As a 
parent, I have given to them my best love and care. These days, looking after 
the welfare of one’s own parents has become conditional among children. 
This is depressing.”  
A few of the participants were also worried that their children might die before they 
die. One of the older male participants said: 
“I do worry that my children might die before me. If ailments come to me, I 
will accept them graciously because time has come for me. But if my children 
die before me, there is nothing that I do.” 
A few participants also reported fear of death and regrets in their life as an 
emotional problem.  
4: Are older people respected by family, friends, neighbours and society? Does 
respect affect QOL? 
Driglam namzha (driglam refers to ways of having order and conformity and 
namzha refers to a concept or system) is the system of orderly and cultured 
behaviour of Bhutan (Phuntsho, 2004). Bhutan’s culture of etiquettes is deeply 
rooted in Buddhist vinaya or monastic discipline (Phuntsho, 2015). Driglam namzha 
deals with refraining from crude or bad physical, verbal, and mental behaviours and 
adopting civil and courteous conduct of the body, speech, and mind. In its loose 
sense, driglam namzha refers to the good manners that should be adopted by 
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individuals, and it heavily relies on the concept of Buddhist good conduct. 
Externally, an individual’s behaviour should reflect values such as humility, self-
control, calmness and compassion, or display sensitivity and respect for others 
(Phuntsho, 2015). In Bhutan, leaders and elders are regarded as role models and 
expect people to follow them.  
The majority of participants emphasized being respected by their family members 
including children, grandchildren, great-grandchildren, relatives, and friends. An 
older male participant said: 
“As an elderly person from my village, many of my relatives come to see me, 
and offer me products of their first harvest. They offer me locally brewed 
wine, betel quid which I like and I consider is a kind of respect from them.” 
Some of the respondents admitted even the monarchs of Bhutan respect them, and 
they feel there can be no better living examples to young people than to pay 
respect to elderly people. An older woman in her early 70s said: 
“Even his majesty the 5th King of Bhutan respects me. Whenever he goes 
round and sees me, he makes a point to see me and give me some presents. 
There can be no better living example than our own king who is young yet 
cares for the elderly fondly. I feel blessed and happy.” 
Another older woman added: 
“Even the queen, whom I met for some time in this monument for 
circumambulation, respects me. She has given me a piece of Kira to wear and 
I feel respected and blessed.” 
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While respecting the older people is customary, some respondents felt that respect 
for older adults is declining, which makes them feel lonely, disconnected, 
disappointed, hopeless and depressed. One of the male respondents said: 
“Compared to earlier days, the trend of respecting the elderly has changed. 
The kind of respect in schools and institutions has definitely changed, and the 
level of respect for elders has declined. The present generation does not 
appreciate what respect is, particularly in terms of discipline.” 
Interestingly, one of the older respondents admitted of being happy with respect 
and not being respected as well.  
5: How do you feel about the living situation at this time? On most days, do most 
people feel happy or depressed (satisfied/dissatisfied)? 
It is surprising to note that this particular question drew diverse type of responses 
ranging from family matters to change of people in the surrounding.  
A strong theme from these interviews was that the support and help older people 
receive from their family, friends, neighbours and the community makes them 
happy and satisfied. An elderly female who has been living in Thimphu for more 
than two decades said: 
“I feel happy most of the time. I have seen Bhutan developing and 
progressing well for which I needn’t have to feel sad about. My two children 
and their children are very good to me. I am well treated by them. When 
Thimphu gets cold, I go down to Gelephu to stay with my grandson and enjoy 
the warm and cool weather there. When Gelephu gets hot, I come back to 
Thimphu to spend my time with my daughter here. Besides, I am also 
surrounded by a circle of friends who make me feel happy all the time.”  
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However, a minority of the participants said they are dissatisfied and sad with their 
changing living situation, mainly due to growing socioeconomic inequality and a 
decline in traditional practices among young people. Some were apprehensive 
about the ill effects of progress and development taking place in the country. One 
of the male participants said: 
“I am apprehensive about the ill effects of rapid growth and development 
taking place in our country. Bhutan is a Buddhist country and I doubt if 
today’s people know the significance of it. Young people are found loitering 
around wasting their life engaging in unwholesome activities, creating 
nuisance and bringing troubles to family, and to the community. They 
become burdens to the family, relatives, community and to the country in 
general.”  
A few of the older participants claimed leading a decent life in the material world 
was difficult. An older man who was a retired civil servant said: 
“Life has become so competitive especially in the urban centres. Life in urban 
areas has become more hectic, risky and hazardous, especially to the elderly. 
Elderly-friendly amenities are not there in the towns. Some elderly have no 
choice but to stay with their relatives in towns. Most of the elderly are forced 
to stay back in the towns since nobody is there to look after their welfare in 
the village. They are trying to escape from living alone in the village.” 
Declines in community vitality, especially in the urban centres, caused 
dissatisfaction for some of the participants. A male participant said: 
“Gone are the days when a person had plenty of time to freely go and visit a 
friend’s house. You didn’t have to tell them you were coming. You could get 
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to their house, have tea, food, and leave the house. There was a lot of trust 
between people. Similarly, your friend could also come to your house. In 
today’s time, such type of trust has gone missing. People residing in the 
building do not know who their next neighbour is. We are alienating 
ourselves from the social fabric. Such rapid changes are emotionally 
saddening and disturbing. With such changes, our very own unique culture 
and tradition that is recognized to promote happiness is getting lost.” 
Another older woman commented:  
“Home is the only place I feel comfortable and safe. I don’t feel secure to stay 
in Thimphu anymore. Possessing wealth and properties is dangerous these 
days. Houses are robbed, people are killed, and gang fights take place. 
Today’s youth are frustrated because of unemployment. They have 
qualifications, but there is no job opportunity. However, the police personnel 
are taking every precautionary measure to reduce incidents happening which 
brings me some comfort.” 
6: Thinking back to your childhood, what stressful or difficult problems affected 
your wellbeing then? Do these experiences still affect you now? 
Contribution of forced labour in state-initiated projects was the most common ACE 
reported by older participants. An older woman recalled her labour contribution as 
a child in the construction of fortresses in Bhutan. She said: 
“I went to contribute my labour not only in the construction of highways but 
also in the construction of fortresses. We had to carry enough rations to feed 
us during the time of labour contribution. We were not paid anything. 
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Instead we used to receive scolding and at times the site supervisor(s) used 
to flog us. Life was difficult in those days.” 
Some older participants also reported that assuming the roles and responsibilities 
of an adult while still a child was equally stressful. One of the older male 
participants said: 
“When I was about 12 years plus, I was told to handle horses and join the 
adults of my village to go to the south and start doing business. I used to 
carry things as much as I could on my back. I got used to handling horses 
that helped carry locally produce commodities for sale in the south.”  
Child labour was considered to be a major adverse experience by many of the 
participants. However, some participants considered that such ACEs may have had 
good effects in their life. One male participant said: 
“I consider adversities in early life were good in one way, since they taught us 
how to work hard and learn to overcome hardship.”  
A female participant who recalled having contributed her labour in highway 
construction, said: 
“Although some friends lost their life in the process of constructing road, and 
we had meagre wages, barely enough for survival, I am still happy and feel 
proud to see today different types of vehicles driving on the roads we have 
constructed and see the roads benefiting thousands of Bhutanese people.” 
Most of the elderly participants also reported difficulty meeting basic necessities of 
life such as food and clothing as ACEs. An older male participant, said: 
“Insufficient food and clothes to wear were the main adversities I faced as a 
child. I remember feeding myself on porridge for most of the time. I had to 
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live with one set of clothes without change for years. Whatever we harvested 
from our field, and whatever clothes my mother wove we ended up paying as 
tax to the government. I remember one time, I almost became naked 
because of not having any clothes to put on.” 
Another female participant put it this way: 
“Generally the people of the community I come from were very poor. Scarcity 
of food to eat, and decent clothes to wear were the main problems I had in 
the early days of my life.  Rice was rarely found to eat. We depended most of 
the time on wild fruits, wild tapioca, wild potatoes, and wild leaves. We wove 
cloth from cotton we planted. To get a piece of cloth, we had to work 
sleepless nights. But, at the end of the day, the woven cloth had to be paid as 
tax to the government. So getting proper cloth to wear was very difficult.”  
A male participant in his early 80s recalled: 
“There were times when getting decent clothing to wear was a problem, but 
then all the people in the community were in same situation. I didn’t really 
feel that embarrassed.” 
Loss of significant people including parents and guardians at an early stage of life 
was another stressful and difficult experience participants reported as ACEs. They 
reported that after the early demise of their parents it was very stressful to grow up 
in the hands of grandparents, relatives, or with siblings without care. A retired 
medical doctor who participated in the IDI, said: 
“I lost my mother when I was 6 years old. From that time onward I became 
so emotionally attached to the passion of becoming a medical professional. I 
had so much interest to help sick people, and I did it without hitch, 
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grumbling, or any problem in my entire service as medical doctor. Although 
my mother couldn’t receive her medical care, I am happy to have given 
medical care to perhaps thousands of mothers in my life. It has been a great 
satisfaction for me. From the place where my mother is resting, I am sure she 
is happy seeing me what I am today.”   
Some of the older participants also reported parental divorce and deprivation of 
proper parental care were their ACEs. One of the older men, who stated that he 
was an illegitimate child, said: 
“I have never seen my father and hence I had no fatherly care. I was born as 
an illegitimate child.  I lacked ordinary motherly care, since my mother was 
dumb and was cognitively impaired. I was brought up by my maternal 
grandparents, who later died. I was then brought up by my sister, who was 
also an illegitimate child and she died lately.” 
Some participants reported experience of physical and emotional negligence, and 
discrimination from society in their early childhood. An older woman who 
experienced negligence, said: 
“When I was a child, my mother used to lock me up and go to attend 
important orders from the village headman. The orders must have come 
from the government. It was until her return that I remained locked up in the 
house. But now, I am beginning to understand it must have been necessary 
for my mother.”  
A man who experienced discrimination said:  
“Casteism and untouchability have not affected my physical wellbeing. 
However, it has hurt my emotions and has damaged my sentiments. I was 
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not allowed to enter the house of other people who claimed to be in a higher 
caste. I was given food to eat on the lawn. If any of the people belonging to 
higher caste visited my house, they would not even take a drop of water, 
saying that I belong to the lower caste. These were the harsh realities I have 
gone through in life. I wasn’t even considered human. The pain and the kind 
of treatment I have received in my childhood were beyond my imagination.”   
7: Think about life as a young and older adult: What events have brought stress to 
older people’s lives? What stressful life events have affected older people the 
most? 
Most of the participants recalled the death of close family members, in particular 
the deaths of children, parents, and spouses as the most stressful life events. An 
older female participant vividly remembers the loss of her children. She said: 
“The most stressful life events that affected me the most were the deaths of 
my children. They have given me a lot of pain. I have noticed my body being 
tortured with pregnancies and at the end of the day I found them dying 
helplessly. I lost six children in total. Perhaps I had no luck to have them alive 
with me.” 
Another female participant who gave birth to 14 live children of the 18 pregnancies 
she had, added: 
“The death of my children, particularly my son who died as an adult and left 
behind his small children to be looked after by me, would be the most 
stressful life events for me. It was a double burden for me. He was in a job 
and was leading a happy and a successful life.” 
A male recalled the loss of his father as the most stressful life event. He said: 
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“The loss of my father was the most painful event for me. He was the closest 
person I ever had to rely on. When I went home and found him missing, I 
remember having cried a lot. I still remember the time he escorted me to the 
place from where he couldn’t walk further on my return back to service from 
the village. That was the time I went for a vacation to see him. He told me 
that it would be his last time to see me and he was crying a lot. It happened 
exactly the way he told me. I miss him to this day.” 
Another older male participant added: 
“For most of the time, I spent my life constantly attending the deaths of 
significant people. I lost my son from my first wife, who also later died. Then I 
married my second wife (who was the sister of my first wife) and we had 
eleven children. Five of them died. Attending funeral rites and rituals of the 
death of loved ones was very difficult. Whatever I have cropped and 
harvested had to be spent on performing rites. Getting money was very 
difficult.” 
A woman who talked about her successful marriage admitted the recent death of 
her husband has left her stressed and emotional most of the time. She said: 
“The most stressful life event was the death of my husband. It is not even a 
year since he left me behind. I feel that the void created by his early demise 
will be irreplaceable. He suffered from his disease for the last three-and-a- 
half years. I have attended all the needs and support he sought. I remember 
him telling me I have been so sincere in my help and honest in my words. I 
have never hesitated to serve him, even in odd hours. I have been good to 
him and he was good to me till his last breath. We were soul mates.”  
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Most of the older participants also mentioned that marriage, pregnancies, delivery, 
and bringing up children were equally stressful in life. One of the older males, said: 
“Getting married was both a moment of excitement and stressful. Every time 
my wife said that she was pregnant, I used to get stressed thinking if 
anything wrong might happen to her and to our unborn child. We have to 
prepare things for the arrival of our new child and it was stressful, especially 
when we were financially challenged.” 
Another male participant added: 
“After I got divorced from my wife, my children had very little time to spend 
their memorable days with their mother. She left for another man and none 
of my children wanted to be with their mother. As I was earning a meagre 
salary, I had a tough time bringing up my children single-handedly and that 
remained as the most stressful event in my life. However, I am happy these 
days being with my children. I also tell my children to be good to their 
mother, since she had her share of difficulty being with them.” 
8: Who are the people you get most enjoyment from? In times of need and 
support, who do older people rely on? 
The primary source of enjoyment and happiness for most of the participants 
included being with children and grandchildren. A retired civil servants, said: 
“Among four beautiful children I am blessed with, I do not have any 
favouritism. They are equally close to me. I love them all and do not have 
extra love and care for any children. There is no such thing as partiality in my 
treatment to them as my children. Except that now, I am blessed with a 
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grandson and a granddaughter from whom I draw plenty of pleasure, 
amusement, and happiness.” 
Close relatives are also the immediate persons to count on in times of need and 
support, besides a spouse, friends, neighbours, and siblings. One of the older 
females said: 
“Relying on my children is far better than relying on anyone else in life.”  
Another older female participant in her early 80s added: 
“I would be relying primarily on my children and grandchildren. However, I 
do feel hesitant to depend on my grandchildren since I have no direct 
obligation with them. I have not helped them in any way.” 
Very few of the participants mentioned they would rely on the Royal Government 
of Bhutan if ever their children, relatives, neighbours, and the community people 
failed to extend help and support.  
9: What things do older people do to improve their happiness at this stage of life?  
Three major areas were identified to improve wellbeing and happiness: mental and 
spiritual, physical, and social wellbeing.  
Circumambulating religious structures (stupa, temples, monasteries, etc.) and 
chanting was believed to promote mental wellbeing and happiness. Engaging in 
spiritual activities is an act of seeking mental and psychological integrity, and it 
promotes peace of mind, reduces worries/sadness, tames the mind, and increase 
security. An older male participant said: 
“I get up early in the morning and resume my spiritual activities. I pray most 
of the time. I confess that whatever I do will be for the benefit of all sentient 
beings. By doing so, I get peace of mind, satisfaction and happiness.”  
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A male participant, who spent much of his time building religious monuments, said: 
“From now on till to the last breath of my life, I will be reciting Mani17 and 
Baza Guru for the benefit of all the sentient beings, to rest in peace after 
death, and help dispel obstacles coming into this very lifetime.” 
Circumambulating religious monuments on a daily basis was most favoured to 
promote physical wellbeing. Walking around the religious monuments was felt to 
reduce physical pain and increase appetite. Such physical activity was also claimed 
to help cleanse the polluted body, mind, and speech. Doing prostrations, working in 
the kitchen garden or weaving cloth are other forms of physical activity perceived to 
promote physical wellbeing. An older woman said:  
“I walk all the time. I do take rest when I am tired. I circumambulate this 
monument not less than 100 times a day, and that gives me physical and 
spiritual benefit.” 
Another older female participant who experienced pain in her lower limbs said: 
“I am the type of person who never stays idle. I have to keep moving around 
all the time. My constant movement reduces my physical pain and promotes 
my physical wellbeing. It is my personal observation that when I sit, I 
experience more pain on my legs. But, when I walk I feel less pain.” 
In relation to promotion of social wellbeing, most elderly admitted the significance 
of having time with family members, children, relatives and friends. Such a forum 
also allows elderly people to share their vast experiences of life, their ideas and 
thoughts. In addition, they also participate in other social activities, meet new 
friends of their age and talk about similar experiences in life. For those older who 
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 Mantra invoking the blessings from Avaloketeshvara the lord of compassion 
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still have their spouse alive, they help each other in tasks such as carrying out 
household chores. One of the male elderly who drives a taxi and comes in contact 
with different people acknowledged that he targets the school children, so that his 
life experiences could be shared with them. He said: 
“When young school children travel in my taxi, depending on what they talk 
about and discuss in my taxi, I can advise them accordingly. There are 
students who talk about their girlfriend, boyfriend business. I advise them 
not to waste money of their parents, and remind them about the 
competition for jobs in the market. I cite the difficulty I went through in my 
life. I feel a sort of satisfaction by giving them my advice and suggestions.” 
4.4 Findings from the Focus Group Discussions  
Three FGDs were conducted to gain a variety of perspectives from older participants 
(Patton, 2002). FGDs enabled the researcher to gain adequate insights from 24 
participants about their shared reflections within a group. Key themes from the 
FGDs were similar to the findings from IDIs, and the two helped to complement 
each other to expand the reflections of the study population.  
  
1: In general, how do older people perceive their QOL in Bhutan? 
Participants of FGDs 1 and 2 in general perceived the QOL among older people in 
Bhutan to be good. However, participants from FGD 3 had mixed feelings. Several 
reasons were cited for perceiving good QOL. One of the reasons was improved 
roads and electricity supply to remote parts of Bhutan. One of the males from FGD 
1 said: 
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“Most of the communities scattered in different parts of Bhutan are now 
accessible by road, have electricity, clean and safe drinking water. People 
today are leading a happy life. Children can go to school, get employed, get 
their monthly payment, and in turn share with their elderly parents. We are 
happy with the good treatment we receive from our children.” 
Another male from FGD 1 added: 
“I feel life today is very happy and better compared to the past. It’s all 
because of the selfless actions of our leaders. Our children get enrolled into 
schools, get educated and in turn most of them are kind enough to look after 
the welfare of their elderly parents. So I think in general elderly people are 
leading a happy and good quality of life.” 
The wellbeing and QOL of people may have been improved due to development. 
However, progress also comes with its own downfall. For instance, with 
modernization and globalization daily life is getting busier and tougher. One of the 
male participants from FGD 3 said: 
“With more development and progress taking place in our country, the 
cravings for more wealth and materialism have seriously impacted the social 
fabric and ties that were rich in those days. Today we alienate our bonds and 
relationships instantly. The values that bind the people of communities are 
fast declining, which I feel is a great loss to today’s generation.” 
Another participant from FGD 3, who was apprehensive about the ill effects of rapid 
changes taking place in Bhutan, said:   
“In our time, in eastern culture, we use to celebrate important days which 
have their own cultural significance. Some would go to their aunt, uncle, 
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grandpa, grandma, and enjoy moments with them on those important days, 
which I feel has almost vanished in today’s time in Bhutan. I have noticed the 
trend moving in opposite direction. Gone are the days when children used to 
visit their parents at home. Now we see parents going to their children 
whether they are being invited or not. Some end up being ill-treated by their 
children. Young people in the name of modernization have alienated the 
elderly, who are back at home to fend for themselves.”  
Alienation affects relationships between parents and children. Participants from 
FGD 3 perceived that those older people who possess good wealth to share with 
their children are usually being looked after well by their children. In contrast, 
elderly who have nothing to share with their children are often found to lack 
support from their children. An elderly man who was a retired army officer in FGD 
3, said:  
“In today’s time, parents cannot trust their children and vice versa. We have 
come to a stage where children have denied calling their parents if their 
parents have failed to live up to the standard of the society. This is shocking 
and depressing as such an attitude wasn’t there in our times.”  
Another older participant added: 
“Gone are the days when we found ailing parents and grandparents being 
well looked after by their children. It is almost gone missing in today’s 
generation. At this stage, I am noticing both the features of those who look 
after their parents well and those who ill-treat their parents. To me, I feel 
parents are those who have loved you, cared for you, made you walk, and 
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made you be part of the human world. They are the ones whose heart has 
never grown old for the love of their children.”  
Participants from FGD 3 also felt that the charm of being an older person and the 
wellbeing of older people have declined with more physical health conditions and 
ailments intruding into their life.  
2: What conditions are most likely to affect the wellbeing of the older people? 
Participants of the three FGDs all mentioned education as an important factor 
influencing wellbeing. Although none of participants in FGD 1 had enrolled in 
school, they were proud they had been able to enrol their children in school. This 
contributed to them being well looked after by their children and leading good life. 
This enabled them to have plenty of time to engage in spiritual activities, which is of 
interest at this stage of life. An older male participant from FGD 1 said: 
“We couldn’t be educated. However, our children had the opportunity to go 
to school. They got jobs to serve and received salaries from them. We are 
leading a happy life because of our children, who look after us well.” 
An older female participant from FGD 1 commented: 
“At this age, I don’t aspire to have formal education since my part of life is 
over. However, for the young generation, I feel that education is a must, 
since their livelihood depends on it.” 
An older respondent from FGD 3 stated: 
“I would stress education as the most important thing in life. If a person has 
education, he can be of benefit to his family and fellow beings, and explore 
many aspects of life. A person is only expected to upgrade his knowledge 
through education and help bring light to the society.”  
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Health was regarded to strongly affect the wellbeing of a person. In the early days 
of their lives, most participants did not have access to health care facilities. Even if 
some were available, most were located far away from their rural communities. 
Often many relatives and friends were lost due to late referral, or lack of road and 
ambulance services. A man from FGD 1 said: 
“In those days, it took days for the patient to reach the nearest health 
facility. We had to carry a patient on our back. By the time we reached the 
health centre we had to return back with the dead body.” 
One of the male respondents from FGD 3 added: 
“Health and modern facilities are very important to a person. There are 
practices still prevalent in remote parts of our country, where many lives are 
lost at the expense of traditional and local healers.” 
As was highlighted in the IDIs, most of the older participants in the FGDs also 
mentioned the necessity of healthcare facilities, especially when the health of a 
person is challenged with advancing age.  
Having family - including a spouse, children, and grandchildren – was seen by 
participants as important in life. Family members are significant people who provide 
help and support in times of need. A female participant in FGD 2, who had no one 
to rely on, said: 
“There is no one to look after my welfare, so I feel sad and sorry about 
myself. When I find other friends being well looked after by their children, I 
envy them. Having children of our own is very important and not having 
them affects one’s own wellbeing. It is because we don’t stay young forever. 
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When we grow old, everything deteriorates. Different diseases creep into life. 
Not having children is like not having anything in life.”  
While having children of one’s own was felt necessary, having a sound relationship 
with them was also thought significant. An older male from FGD 3 mentioned: 
“Having children and relatives is not enough. We have to have good 
relationships with them; this is very important for wellbeing and happiness.” 
All the participants of the FGDs also believed that wealth and property ownership 
are important parts of life. Although money was perceived not to be everything, in 
the contemporary world money is very important, especially in urban centres of 
Bhutan. A female participant from FGD 3 said: 
“Wealth is equally important especially as an ordinary person. Without 
wealth we cannot reach anywhere. Even reaching the hospital is a matter of 
money and death. No taxi will take us to the nearest hospital if we don’t 
have money.” 
Although the significance of wealth and money was reiterated, however, the 
participants did not imply that it should not be shared with the deprived ones. An 
older male respondent from FG3 stated: 
“I support that wealth is an important aspect of life. But, what is more 
important is sharing it with the unfortunate ones with unconditional love and 
pure thoughts. To me, good thoughts and attitudes are very important.”  
Accessibility to modern facilities such as electricity, clean and safe drinking water, 
and information and communication technologies (such as mobile phone 
connectivity) are important conditions of life. Supply of electricity was especially 
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perceived as a boon to people in the remote areas. Because of electricity, people 
can work more to earn more money and a decent living. One of the older male 
participants from FGD 1 said: 
“Having electricity has lots of advantages. Supply of electricity reduces the 
burden to the forest.  Bhutan can still maintain forest coverage of at least 
60% as enshrined in our constitution. At the same time, the incidence of 
respiratory diseases can be reduced as most of the cooking and heating 
systems will switch to electricity instead of firewood.” 
Phone connectivity was felt to be important so that older people can remain 
connected with their loved ones including their children, siblings, and relatives. 
Furthermore, phone connectivity was perceived to expedite help in times of need. A 
female participant from FGD 2 said: 
“My children are scattered around the country. However, I know these days 
reaching information is not difficult through the use of phone connectivity. 
My children can phone call to each other and come to attend my needs and 
support at any time.” 
The majority of the older participants in the FGD came from farming backgrounds. 
Raising domestic animals was felt to be an important aspect of life. As farmers, 
parts of their livelihood were dependent on domestic animals. Even the wastes 
from the animals were considered important to the farmer. Their local wisdom 
taught them that organic manure from animals when spread on the field would lead 
to good yields. Rearing domestic animals also help provide dairy products and meat. 
One of the female respondents said: 
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“In early days, having domestic animals such as cattle was not only a pride, 
but was also an important aspect of a farmer’s life. It gave the farmer the 
milk, cheese, butter, and meat. Oxen were used to plough the field and 
horses were used to carry things. These practices are still prevalent today in 
many parts of Bhutan. However, these traditional practices are declining.” 
Participants from FGD 3 raised spiritual practice as a very important part of life. 
Older people cannot go back to the field to work and earn a living on their own. 
Spiritual activity keeps them engaged meaningfully. One of the male elderly in FGD 
3 said: 
“There is no such thing as permanence in this world. Through religion I have 
realised that desires, wishes and cravings are not good for the self. 
Attachments to these emotions are only the matter of suffering.” 
Seeking refuge in Triple Gem has become part of daily life for most Bhutanese 
elderly. Their determined spiritual practices are preparation for life after their death 
to rest in peace, or to help dispel obstacles intruding into their lifetime.  
3: What worries are upper most in the minds of older people in Bhutan? 
The common worries pointed out by all the participants of the three FGDs were 
related to their children with varying reasons. One of the reasons was the trend of 
declining trust between children and parents, as well as the decline in respect, 
which is becoming more conditional. An older man from FGD 3 said: 
“Although it has not happened to me personally, there are many stories 
around the globe of parents and elderly people being ill-treated by their own 
children. Such things were never heard of in our time.” 
Another older male participant in FGD 3 added: 
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“We have the tradition of calling our elders and juniors in our own traditional 
way. They are now getting replaced with the use of “uncle” and “aunt” and 
these titles are not indigenous. We are not used to calling elders by names. I 
feel it is a big blow to our rich culture and tradition. And I remain worried for 
the future of this country.” 
While some of the older participants were anxious about their wealth and 
properties being distributed to their children, who might not managed them 
carefully, others worried about not having anything to share with their children. 
Due to this, one woman wondered whether her children would continue extending 
their helping hands. She said: 
“Since I do not possess any wealth and properties from my parents, I have 
nothing to hand over to my children, with whom I am currently staying. 
These limitations have affected my happiness and wellbeing. I feel my 
children must be feeling the same.” 
An older male participant from FGD 3 added: 
“There is no guarantee our own children will look after the welfare of the 
elderly people in the ever-changing world, especially when modernization 
and globalization have not spared Bhutan. I have noticed children wishing 
their parents to die so that they can live on their parents’ wealth. They have 
become individualistic. I cannot really give my full trust to children and 
remain guaranteed that they will be good in future.”  
Death, the ultimate truth of life, was an upper most concern to most participants in 
the FGDs. A female respondent from FGD 2 admitted that she worries a lot about 
her death, which she thought was not far away. She said: 
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“I am now 83 years old. It is sure that I am nearing death. I live with my two 
children and I am praying to die before them.” 
An older male participant from FGD 1 added: 
“Death is the only worry I have and I am praying every day for it not to 
happen. I fear death. Seeing the world for one more day is important to me. I 
do understand we have come all alone in this world and we will have to leave 
all alone.” 
Some participants from FGDs 2 & 3 emphasised that their health conditions are 
their upper most worries. Participants were aware of the different kinds of disease 
conditions that come along with ageing. One of the older female participants in FGD 
3 said: 
“I am diagnosed with diabetes and I would feel happier if I was not suffering 
from it. I have to live the rest of my life on insulin. I have to constantly worry 
about my high and low blood sugar.”  
Another older female participant from FGD 2 mentioned: 
“All I am worried is about my health. I wish I had no illness. I suffer from high 
blood pressure and a stomach ulcer. I am taking medication. Since I do not 
have children of my own, I am currently living with my far relatives here in 
Thimphu. They are good to me as of now and I am totally dependent on 
them. If I had no medical conditions, I would be much happier.” 
Worries about threats to the sovereignty and independence of the country were 
also discussed in the third FGD. Bhutan’s rich culture and traditional practices were 
thought to be deteriorating. One of the older participants from FGD 3 said: 
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“Time is not changing, but the mindsets of the people are constantly 
changing. When people change, the rich culture and tradition also changes. 
In our times, we were unique with our gender identity. Today we cannot 
make out if he is she or she is he. Young people do not want to be in 
Bhutanese attire and even our language is losing its originality. We 
understand that the literacy rate is statistically increasing, but we are losing 
our originality. Our cohort will be gone forever, but I am worried that the loss 
of rich culture and tradition will affect Bhutan’s independence and 
sovereignty.” 
Another older male participant in FGD 3 stated:  
“In life, not having anything or having everything, both are worrying and are 
part of life.”  
4: What are the most stressful events that can have impact on QOL of older 
people? 
Participants across the 3 FGDs expressed different ideas about SLEs. For many, the 
death of loved ones (including children and spouses), divorce or marital separation 
remained as the most stressful and painful life experiences. One of the female older 
participants in FGD 2 said: 
“The deaths of significant people in my life were the most stressful life events 
in my life. The memories of the loss of dear ones are still fresh in my mind. 
That is the reason I renounced these worldly affairs, and left for spiritual 
practice to find solace.” 
Another female participant from FGD 3 added: 
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“The most stressful life events for me could be the death of my daughter. As 
a mother, I have the feeling that she is calling me to be with her. If she died 
as a little baby I wouldn’t have missed her, but she died as an adult. She was 
successfully running a business on her own. The memories of her early 
demise are still fresh in my mind.” 
A female participant from FGD 2 mentioned: 
“I lost my husband when our children were very small. I had to single-
handedly bring them up to stand on their own feet. I had to work hard to 
earn a living. The death of significant people in life is painful, most stressful, 
and the memories remain unforgettable in life.” 
While meeting the basic necessities of life was difficult and stressful in the early 
days of their lives, participants from FGDs 2 & 3 felt raising family and bringing up 
their children to stand on their own feet was equally stressful. However, in the 
present situation, a worry about whether their children would ill-treat them was 
stressful for some of the participants. Even a simple misunderstanding between 
children and their spouse was worrying for the elderly parents, who wondered if 
the arguments are because of their presence with them. One of the men from FGD 
3 said: 
“Aside from the four main sufferings of human beings that Buddha talks 
about, we also have to worry if our children will be good, bad, or will they do 
well in life.” 
One of the foremost concerns for several participants in FGD 3 was the migration of 
young people leaving rural areas for urban centres. High rural-urban migration was 
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felt personally by older people. They fear that in the next few years to come, there 
will be no one to live in the rural communities and the villages will be left deserted. 
A male participant in FGD 3 said: 
“Gone are the days we ploughed the field, tilled the soil, sowed the seed, and 
harvested it. We had simple, yet self-reliant, self-sufficient, and satisfactory 
lives. I fear there will be nobody to inherit the living culture and tradition 
passed down from generations to generations. Such decline will lead to total 
dependence on others for livelihood which is less realised by our children 
today.” 
Another older male participant from FGD 3 added:  
“We have seen what has happened to our neighbouring countries. I am 
worried what the country’s situation will be in our children and their 
children’s time. Our country is changing if not rapidly.”  
5: How important is religion/spirituality to older people?  
Participants from the three FGDs considered religion and spirituality to be very 
important in their lives. Religion to them was translated as actions and thoughts to 
benefit other sentient beings. The ultimate goal of religion (in Buddhism) was to 
attain enlightenment. The commonest form of spiritual activities expressed by most 
participants was recitation of mantra (Mani, Baza Guru), circumambulation of 
religious monuments, prostrations, offerings and doing meditation. All of these acts 
were perceived as means of accumulating merits, and cleansing of sins committed 
knowingly or unknowingly in the course of life. While religion was believed to help 
dispel obstacles in life, others believed the practice of religion/spirituality would 
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bring them peace in this life and life after death. Participants also felt religion is the 
last resort to find solace and keep worries and sadness at a distance. An older male 
participant from FGD 3, said:  
“A religious act - through circumambulation, recitation of mantras or 
religious texts, counting beads, prostrations, or meditation all culminates in 
the taming of one’s own mind. If the person can master his mind, there is no 
doubt the person will attain enlightenment.”  
Another older participant added: 
“Turning our mind to the practice of Buddha dharma is the only way to free 
ourselves from the ocean of Samsara. Suffering is something all of us don’t 
wish and practicing dharma is the only way to end it. It is very important to 
me.” 
6: Who do most older people rely upon for help and support if they need it? 
Help and support are required at anytime, anywhere. An older male participant 
from FGD 3 stated: 
“Seeking help is situationally dependent. If security help is needed, I would 
rely on the security department of the town; If I am in need of health help, I 
would rely on the nearest health care centre.”  
However, for most of the participants, the first people to rely on in times of need 
and support were their children. They would also rely on their relatives, spouse, 
friends, neighbours, or siblings. An older male from FGD 1 mentioned: 
“In need of help and support, I will have to rely first on my children. If they 
are far away from me, I will have to rely on my close friends where I stay. 
There is no point in relying on a person whom you do not know.” 
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An older male participant from FGD 3 put it this way: 
“Relying on Triple Gem is a must for us Buddhists. However, in an acute 
stage of need, such as suffering from sickness, I would first rely on my 
children and grandchildren. When I need health help, I think the hospital 
would be Buddha to me. So it depends.” 
An older female from FGD 2 said: 
“I will have to rely on my children and my relatives. This is because, there is 
no possibility other people would look after our welfare, since they are in no 
way related to us.”  
7: What can be done to improve QOL among older people? 
This question was not asked to FGD 3 due to time constraints. However, 
participants from FGDs 1 & 2 felt that support to enhance spiritual activities would 
help improve happiness and mental wellbeing. A man from FGD 1 said: 
“I wish there could be many more religious events taking place in the 
country, so that elderly people can participate actively.” 
Another male participant from the same group said: 
“I feel coming to a place where there are religious events such as the 
teachings and initiations going on here, can mentally and physically benefit 
us. Religious facilities are not there in my village. All the religious monuments 
are vandalised.” 
As was clear in the IDI, many FGD participants perceived threats to the nation’s rich 
culture and traditional practices, including respect for the older people, from 
modernization and globalization. Many older participants wished Bhutanese people 
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would remain mindful about these threats. Revitalizing the traditional practice 
would help improve their happiness. A male participant from FGD 1 mentioned: 
“I would feel happier if the tradition of respecting our elders by juniors and 
the elderly loving our juniors be continued. I sense change in that situation 
and degradation of our cultural values. I am sure there will be no elders who 
would give bad advice and suggestions to younger people.” 
Another male participant from FGD 1 added: 
“With modernization and things changing among fellow Bhutanese, there 
are instances of people not knowing each other. We don’t really keep 
abreast of our own religion and culture and therefore we are losing its 
values. We are already observing lots of social problems, natural calamities 
affecting the Bhutanese population. I wish that today’s generation would live 
with the precepts of Buddhism. I also wish for there to be more loyalty and 
commitment (tha damtshig18) among Bhutanese people.” 
Some of the participants in the FGDs stated that QOL and happiness are still 
enjoyed by most people in Bhutan. An elderly male participant from FGD 1 said:  
“I think the quality of life and wellbeing are already there in our country and I 
don’t think any improvements are required. I would only wish that the people 
of Bhutan maintain such conditions, speak similar feelings, and share similar 
ideas. This will bind the Bhutanese people together.” 
Another older female participant from FGD 2 put it this way: 
                                                 
18
 Originated in India, the term covers wide range of referents including honesty, fidelity, gratitude, 
filial piety, loyalty, etc.    
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“Most of my life is lived and I have no further wish to improve my way of life. 
I am happy being what I am.  I am simply happy being with my daughter and 
my son-in-law, who is equally good to me like my daughter.” 
Finally, a female elderly participant from FGD 2 mentioned: 
“Knowing how to be satisfied is the beginning of happiness.”  
4.5 Summary of Findings  
The overall impression from this qualitative inquiry is that most of the older 
participants experienced good QOL. This indicated an idealised, popular picture of 
life for older people in Bhutan. Most talked about harmonious living in an 
integrated community. Positive influences on QOL included close family integration, 
interpersonal harmony in the local community, social respect for the older people, 
and spirituality. Key negative influences on QOL and wellbeing included chronic 
physical and mental health conditions, lack of education, insufficient income, 
decline in the family harmony, loss of contact with children, perceived decline in 
respect for older adults, and changes in the sources of practical help in the 
community. Some older people also reported the long-term impact on mental 
health of ACEs. SLEs, both recent and in the past, were also perceived to impact the 
wellbeing of older participants. The researcher also learned that many older people 
are comfortable to talk about their life problems and early life experiences.  
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4.6 Practical Contribution of the Qualitative Interviews to Instrument 
Development and Survey Procedure  
Findings from qualitative interviews informed the development of a larger-scale 
quantitative study to systematically examine the relative contribution of many 
factors to variations in health and wellbeing of older people in Bhutan. Findings 
from the qualitative interviews provided guidance to improve methods of data 
collection from participants in the quantitative survey, such as the use of face-to-
face interviews, because the majority of the older people in qualitative interviews 
had no formal education background and many were semi-illiterate.  
The insights from qualitative inquiry indicated forced labour contribution, periods of 
extreme hardship (such as difficulty meeting basic needs of life), and being forced to 
assume the role of an adult while still a child were common “Bhutan-specific” ACEs. 
SLEs considered necessary for inclusion in the final survey instrument included the 
death of a close family member and friend, loss of crops and properties, and periods 
of time unable to feed and clothe children, or being unable to send children to 
school.  
In addition, the significance of spirituality and social relationships with family 
members and neighbours in the community were highly discussed, which required 
inclusion in the quantitative survey. The qualitative study also suggested that it 
would not be feasible to ask about detailed medical history in the survey because 
the IDI and FGD indicated that many people had limited technical language to 
describe their health problems or medical terminology. For this reason, details of 
systemic health problems couldn’t be assessed.   
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4.7 Conceptual Framework  
Using the existing literature and findings from the qualitative interviews, a 
conceptual framework was developed to guide the survey as illustrated in Figure 
4.1. The primary assumption of this model was that QOL of an older person is 
influenced by demographic characteristics, physical and mental health, ACEs, and 
SLEs across the lifespan. Social connectedness was presumed to buffer the severity 
of the effects of ACEs and SLEs on the QOL and wellbeing of a person.  
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CHAPTER 5: DESCRIPTIVE ANALYSIS OF THE SURVEY DATA  
Introduction 
Chapter 5 reports the descriptive findings from the quantitative main survey. A total 
of 337 participants completed this study. The chapter begins by describing the 
socio-demographic characteristics of the sample, the prevalence of physical and 
mental health problems, ACEs, and SLEs. The chapter also covers findings on the 
differences in spirituality, social connectedness, wellbeing, and HRQOL. The 
differences in the prevalence and the mean scores of the variables included in the 
study were tested through chi-square and ANOVA tests.  
The main research questions to be addressed in this chapter include: 
 What are the common adverse life experiences prevalent among older 
people in Bhutan? 
 What are the common physical and mental health problems reported by 
older people in Bhutan? 
 To what extent do subjective quality of life and wellbeing vary among older 
people in Bhutan? 
Prior to conducting the analysis in this chapter, evaluations of the assumptions for 
the chi-square and ANOVA were performed. The assumptions for the chi-square 
test of independence are: 1) The observational units are independent; 2) The 
expected cell counts should be greater than or equal to 5. The assumptions for the 
ANOVA are: 1) Normally distributed dependent variables; 2) Equal variances; 3) 
Independence among observations (both within and between groups). When the 
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assumptions were violated, alternative tests were conducted and the readings were 
considered.  
5.1 Characteristics of the Study Sample  
Socio-demographic characteristics are presented in Table 5.1. The sample consisted 
of 189 (56.1%) older males and 148 (43.9%) older females. Their ages ranged 
between 60 and 101 years (M=71.5, SD=7.66), with 81.6% between the ages of 60 
and 79 years. While more males (60.3%) reported being currently married, 
significantly (p-value<0.01) more females reported being widowed (48.6%) than 
men. Slightly more than half (53.1%) of the participants were married. Almost a 
quarter (24.6%) of them were married before 18 years of their age, with early 
marriage more common among women than men (36.8% and 14.9%, respectively). 
About 10% of the participants became parents before 18 years of age. Both age at 
first marriage and at birth of the first child were significantly different between the 
genders (p-value<0.001). Many participants had ≥6 living children, and about three 
quarters (76.4%) acknowledged having a good relationship with their children. Most 
of the participants were Buddhist (90.2%). About 88%, significantly greater among 
women (95.9%), had spent most of their childhood days in rural villages (p-
value<0.001). The education level was very low overall, with 84.6% having no formal 
education. Nearly all of the women (97%) had no formal education. Nearly half 
(46%) of the participants were currently employed. However, employment status 
was not found to be significantly different between the genders (p-value=0.129). 
More than half (54.9%) of the older participants currently live together in a 
household comprising of 1-5 members. 
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Table 5.1: Socio-demographic characteristics of the sample by gender 
Socio-demographic characteristics 
Male Female Total 
p-value 
n (%) n (%) n (%) 
Age (Mean±SD:71.51±7.66) 
60-69 years 
70-79 years 
≥ 80 years 
 
74 (39.2) 
77 (40.7) 
38 (20.1) 
 
69 (46.6) 
55 (37.2) 
24 (16.2) 
 
143 (42.4) 
132 (39.2) 
62 (18.4) 
0.360 
Marital status  
Married 
Not married 
Widowed 
 
114 (60.3) 
15 (7.9) 
60 (31.7) 
 
65 (43.9) 
11 (7.4) 
72 (48.6) 
 
179 (53.1) 
26 (7.8) 
132 (39.2) 
0.006** 
Age at first marriage (n=325) 
<18 years 
18-20 years 
21-25 years 
>25 years 
 
27 (14.9) 
55 (30.4) 
67 (37.0) 
32 (17.7) 
 
53 (36.8) 
42 (29.2) 
38 (26.4) 
11 (7.6) 
 
80 (24.6) 
97 (29.8) 
105 (32.3) 
43 (13.2) 
0.000*** 
Age when first child was born (n=313) 
<18  years 
18-20 years 
21-25 years 
>25 years 
 
9 (5.3) 
34 (20.0) 
51 (30.0) 
76 (44.7) 
 
22 (15.4) 
47 (32.9) 
44 (30.8) 
30 (21.0) 
 
31 (9.9) 
81 (25.9) 
95 (30.4) 
106 (33.9) 
0.000*** 
Total children alive 
≤ 3 children 
4-5 children 
≥ 6 children 
 
67 (35.4) 
64 (33.9) 
58 (30.7) 
 
49 (33.1) 
52 (35.1) 
47 (31.8) 
 
116 (34.4) 
116 (34.4) 
105 (31.2) 
0.804 
Relationships with children (n=331) 
Very good 
Not so good 
 
147 (79.0) 
39 (21.0) 
 
106 (73.1) 
39 (26.9) 
 
253 (76.4) 
78 (23.6) 
0.207 
Religion 
Buddhism 
Not Buddhist 
 
169 (89.4) 
20 (10.6) 
 
135 (91.2) 
13 (8.8) 
 
304 (90.2) 
33 (9.8) 
0.581 
Most of the childhood days spent 
Village 
Not in village 
 
156 (82.5) 
33 (17.5) 
 
142 (95.9) 
6 (4.1) 
 
298 (88.4) 
39 (11.6) 
0.000*** 
Education level 
No formal schooling 
Some form of schooling 
 
142 (75.1) 
47 (24.9) 
 
143 (96.6) 
5 (3.4) 
 
285 (84.6) 
52 (15.4) 
0.000*** 
Languages spoken 
Speak one of four languages 
Speak two of four languages 
Speak three  to all of the four languages 
 
83 (43.9) 
59 (31.2) 
47 (24.9) 
 
105 (70.9) 
28 (18.9) 
15 (10.1) 
 
188 (55.8) 
87 (25.8) 
62 (18.4) 
0.000*** 
Work status in the last 12 months 
Employed 
Home maker 
Unemployed 
 
91 (48.1) 
22 (11.6) 
76 (40.2) 
 
64 (43.2) 
29 (19.6) 
55 (37.2) 
 
155 (46.0) 
51 (15.1) 
131 (38.9) 
0.129 
Total Household members 
1-5 family members living together 
≥ 6 family members living together 
 
108 (57.1) 
81 (42.9) 
 
77 (52.0) 
71 (48.0) 
 
185 (54.9) 
152 (45.1) 
0.349 
Note: n=Number of participants; SD=Standard deviation; **p-value<0.01; ***p-value<0.001 
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5.2 Prevalence of Adverse Childhood Experiences    
 
Overall, thirteen major areas of ACEs were assessed using the modified version of 
an Adverse Childhood Experience International Questionnaire (ACE-IQ) including 
three ACEs items indicated from the qualitative phase of this research.  
Excluding the three “Bhutan-specific” ACEs, the most common ACEs reported by the 
sample were related to observing community violence (54.9%), being the victim of 
physical neglect (38.6%), witnessing household members treated violently (38.3%), 
and being the victim of emotional (34.7%) and physical abuse (29.1%). Significant 
differences between the genders were found for witnessing community violence (p-
value<0.01) and being the victim of physical neglect (p-value <0.05). Males reported 
a higher proportion of witnessing community violence and physical neglect (63.0% 
& 43.4%, respectively). In contrast, females reported more experience in emotional 
abuse (35.1%) and living with someone who was chronically depressed (6.8%). 
However, the significant difference was not observed between the genders (Table 
5.2).   
Table 5.2: Prevalence of Adverse Childhood Experiences by gender 
Adverse childhood experiences  
(item wise) 
Male Female Total  
p-value 
n (%) n (%) n (%) 
1. Physical Neglect experienced or not 82 (43.4) 48 (32.4) 130 (38.6) 0.040* 
-How often did your parents/guardians 
not give you enough food even when 
they could easily have done so?  
23 (12.2) 7 (4.7) 30 (8.9)  
-Were your parents/guardian too 
drunk or intoxicated by drugs to take 
care of you?  
38 (20.1) 14 (9.5) 52 (15.4) 
-How often did your parents/guardians 
not send you to school even when it 
was available? 
48 (25.4) 41 (27.7) 89 (26.4) 
Note: n=Number of participants; *p-value<0.05 
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Table 5.2: Prevalence of Adverse Childhood Experiences by gender (continued…) 
Adverse childhood experiences  
(item wise) 
Male Female Total  
p-value 
n (%) n (%) n (%) 
2. Alcohol and/or drug abuser in the 
household 
49 (25.9) 34 (23.0) 83 (24.6) 0.532 
Did you live with a household member 
who was a problem drinker or 
alcoholic, or misused street or 
prescription drugs? 
49 (25.9) 34 (23.0) 83 (24.6)  
3. Someone chronically depressed, 
mentally ill 
6 (3.2) 10 (6.8) 16 (4.7) 0.125 
Did you live with a household member 
who was depressed, mentally ill or 
suicidal? 
6 (3.2) 10 (6.8) 16 (4.7)  
4. Incarcerated household member 6 (3.2) 1 (0.7) 7 (2.1) 0.141† 
Did you live with a household member 
who was ever sent to jail or prison? 
6 (3.2) 1 (0.7) 7 (2.1)  
5. One or no parents, parental 
separation or divorce 
10 (5.3) 7 (4.7) 17 (5.0) 0.815 
Were your parents ever separated or 
divorced? 
10 (5.3) 7 (4.7) 17 (5.0)  
6. Household member treated 
violently 
81 (42.9) 48 (32.4) 129 (38.3) 0.051 
-Did you see or hear a parent or 
household member in your home being 
yelled at, screamed at, sworn at, 
insulted or humiliated? 
74 (39.2) 46 (31.1) 120 (35.6)  
-Did you see or hear a parent or 
household member in your home being 
slapped, kicked, punched or beaten up? 
46 (24.3) 25 (16.9) 71 (21.1)  
-Did you see or hear a parent or 
household member in your home being 
hit or cut with an object, such as a stick 
(or cane), bottle, club, knife, whip etc.? 
18 (9.5) 5 (3.4) 23 (6.8)  
7. Emotional Abuse 65 (34.4) 52 (35.1) 117 (34.7) 0.887 
-Did a parent, guardian or other 
household member yell, scream or 
swear at you, insult or humiliate you? 
63 (33.3) 53 (35.8) 116 (34.4)  
-Did a parent, guardian or other 
household member threaten to, or 
actually, abandon you or throw you out 
of the house? 
13 (6.9) 6 (4.1) 19 (5.6) 
8. Physical Abuse 62 (32.8) 36 (24.3) 98 (29.1) 0.089 
-Did a parent, guardian or other 
household member spank, slap, kick, 
punch or beat you up? 
58 (30.7) 33 (22.3) 91 (27.0)  
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Table 5.2 Prevalence of Adverse Childhood Experiences by gender (continued…) 
Adverse childhood experiences  
(item wise) 
Male Female Total  
p-value 
n (%) n (%) n (%) 
-Did a parent, guardian or other 
household member hit you or cut you 
with an object, such as a stick (or 
cane), bottle, club, knife, whip etc.? 
17 (9.0) 10 (6.8) 27 (8.0)  
9. Bullying 40 (21.2) 22 (14.9) 62 (18.4) 0.139 
How often were you bullied? 40 (21.2) 22 (14.9) 62 (18.4)  
10. Community Violence 119 (63.0) 66 (44.6) 185 (54.9) 0.001** 
-How often were you in a physical 
fight? 
67 (35.4) 23 (15.5) 90 (26.7)  
-Did you see or hear someone being 
beaten up in real life? 
118 (62.4) 60(40.5) 178 (52.8) 
-Did you see or hear someone being 
stabbed or shot in real life? 
51 (27.0) 16 (10.8) 67 (19.9) 
-Did you see or hear someone being 
threatened with a knife or gun in real 
life? 
55 (29.1) 23 (15.5) 78 (23.1) 
Note: n=Number of participants; **p-value<0.01; 
†
p-value by Fisher’s Exact Test 
Table 5.3 displays the prevalence of “Bhutan-specific” ACEs. Forced contribution of 
physical labor (84.3%) was the most common adversity, followed by assuming the 
role of an adult (62.9%). None of the three additional ACEs were significantly 
different between the genders.  
Table 5.3: Prevalence of “Bhutan-specific” ACEs by gender 
“Bhutan-specific” ACEs 
Male Female Total 
p-value 
n (%) n(%) n (%) 
1. Were you forced to assume the 
role of an adult to run the family 
123 (65.1) 89 (60.1) 212 (62.9) 0.351 
2. Was there a period of two weeks 
or more where you had difficulty 
meeting the basic needs of life (food, 
clothing, shelter)? 
108 (57.1) 88 (59.5) 196 (58.2) 0.669 
3. Were you compelled to contribute 
physical labour in any state initiated 
projects? (construction of roads, 
bridges, fortresses, etc.) 
164 (86.8) 120 (81.1) 284 (84.3) 0.154 
Note: n=Number of participants; ACE=Adverse Childhood Experiences 
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As shown in Table 5.4, the cumulative ACEs, including the Bhutan specific ACEs, was 
significantly different between genders (p-value<0.05). About 65.3% of the 
participants experienced four or more ACEs, with higher proportions with multiple 
adversities among males (70.3%) than females (48.8%).  
Table 5.4: Multiple Adverse Childhood Experiences (ACEs) by gender 
Adverse Childhood 
Experiences (ACEs) 
Male Female Total  
p-value 
n (%) n (%) n (%) 
ACEs including Bhutan 
specific ACEs 
0-2 
3 
4 
5-6 
7-11 
 
 
25 (13.2) 
31 (16.4) 
42 (22.2) 
46 (24.3) 
45 (23.8) 
 
 
35 (23.6) 
26 (17.6) 
21 (14.2) 
40 (27.0) 
26 (17.6) 
 
 
60 (17.8)  
57 (16.9) 
63 (18.7) 
86 (25.5) 
71 (21.1) 
0.045* 
Bhutan specific ACEs 
0-1 
2 
3 
 
49 (25.9) 
58 (30.7) 
82 (43.4) 
 
46 (31.1) 
41 (27.7) 
61 (41.2) 
 
95 (28.2) 
99 (29.4) 
143 (42.4) 
0.569 
Note: n=Number of participants; ACE=Adverse Childhood Experiences; *p-value<0.05 
5.3 Prevalence of Stressful Life Events  
A total of 20 items were used to assess the experience of proximal and distal SLEs. 
Distal SLEs are those life events that occurred before the previous 12 months, while 
proximal SLEs are those life events experienced within 12 months of the data 
collection. As displayed in Table 5.5, the common reported distal SLEs were death of 
a parent (97%) or child (68.2%), experiencing a period of a week or more unable to 
feed or clothe children (56%), loss of crops or animals severely impacting livelihood 
(54%) or experiencing significant damage due to natural calamities (51%), and 
children leaving the household (50%). About three quarters (75%) of the 
experiences with distal SLEs were more likely to be reported by females. Females 
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reported more death of spouse (54.7%) and children (79.7%), and parents (98.0%), 
increased number of arguments with spouse (47.3%), children leaving home 
(50.7%), damage of properties due to natural calamities (55.4%) or loss of crops 
impacting livelihood (58.1%), and a period of time unable to feed or clothe children 
(59.5%). Elderly males reported higher experience in divorce/separation (13.8%), 
detention in jail (2.6%), prevented from being able to earn livelihood (48.1%), and 
death or illnesses of close friends (41.8%). Chi-square testing revealed significant 
differences in the experience of the death of a spouse (p-value<0.01) or death of a 
child (p-value<0.001) between the genders. Detention in jail or another institution 
was the lowest recorded distal SLE (1.8%) in this study.  
In the year preceding the survey, the prevalence in the experience of SLEs under 
each item was relatively low compared to the experience of distal SLEs. 
Nonetheless, about 90% of the SLEs had been experienced by the participants, even 
in the past 12 months. Loss of crops or animals impacting livelihood severely 
(31.2%), death or severe illnesses of close friends and children leaving home (10.7% 
each, respectively) were the highest reported proximal SLEs. As was the case in 
distal SLEs, detention in jail or another institution was the lowest (0.3%) recorded 
proximal SLE.  
None of the types of proximal SLEs was significantly different between the genders. 
However, about half (50%) of the proximal SLEs were reported to have been 
experienced more frequently among females, while the other half (50%) were 
recorded with greater frequency among the males. Older females reported more 
deaths of spouses (6.8%), children (4.1%), or friends (13.5%), and children leaving  
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Table 5.5: Prevalence of distal and proximal Stressful Life Events by gender 
Stressful Life Events (SLEs) 
Distal (life events before the last 
12 months) 
p-value 
Proximal (life events within the 
last 12 months) 
p-value 
Male Female Total  Male Female Total 
n (%) n (%) n (%) n (%) n (%) n (%) 
Ever experienced the death of a spouse? 74 (39.2) 81 (54.7) 155 (46.0) 0.004** 6 (3.2) 10 (6.8) 16 (4.7) 0.125 
Ever experienced divorce or separation? 26 (13.8) 16 (10.8) 42 (12.5) 0.416 1 (0.5) 2 (1.4) 3 (0.9) 0.584† 
Ever experienced detention in jail or other 
institutions? 
5 (2.6) 1 (0.7) 6 (1.8) 0.235† 1 (0.5) 0 1 (0.3) 1.000† 
Ever experienced the death of a child? 112 (59.3) 118 (79.7) 230 (68.2) 0.000*** 4 (2.1) 6 (4.1) 10 (3.0) 0.344† 
Ever experienced the death of a parent? 182 (96.3) 145 (98.0) 327 (97.0) 0.522† 2 (1.1) 0 2 (0.6) 0.506† 
Ever experienced major personal injury or 
illnesses? 
72 (38.1) 56 (37.8) 128 (38.0) 0.961 11 (5.8) 4 (2.7) 15 (4.5) 0.168 
Ever experienced being unable to or 
something prevented you from being able 
to earn livelihood? 
91 (48.1) 69 (46.6) 160 (47.5) 0.781 8 (4.2) 4 (2.7) 12 (3.6) 0.452 
Ever experienced major changes in the 
health or behaviour of a family member? 
40 (21.2) 36 (24.3) 76 (22.6) 0.491 6 (3.2) 3 (2.0) 9 (2.7) 0.736† 
Ever experienced the death or severe 
illness of a close friend? 
79 (41.8) 59 (39.9) 138 (40.9) 0.720 16 (8.5) 20 (13.5) 36 (10.7) 0.137 
Ever experienced a major increase in the 
number of arguments with spouse? 
76 (40.2) 70 (47.3) 146 (43.3) 0.193 4 (2.1) 2 (1.4) 6 (1.8) 0.699 
Ever experienced a son or daughter 
leaving household? 
92 (48.7) 75 (50.7) 167 (49.6) 0.716 18 (9.5) 18 (12.2) 36 (10.7) 0.480 
Ever experienced major conflict with 
family of spouse? 
21 (11.1) 22 (14.9) 43 (12.8) 0.305 1 (0.5) 2 (1.4) 3 (0.9) 0.584† 
Note: n=number of participants; **p-value<0.01; ***p-value<0.001;  
†
p-value by Fisher’s Exact Test
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Table 5.5 Prevalence of distal and proximal Stressful Life Events by gender (continued…) 
Stressful Life Events (SLEs) 
Distal (life events before the last 
12 months) 
p-value 
Proximal (life events within the 
last 12 months) 
p-value 
Male Female Total  Male Female Total  
n (%) n (%) n (%) n (%) n (%) n (%) 
Ever experienced significant damage due 
to natural calamities (landslides, 
earthquake, flood, etc.)? 
90 (47.6) 82 (55.4) 172 (51.0) 0.156 4 (2.1) 4 (2.7) 8 (2.4) 0.734† 
Ever experienced loss of crops or animals 
that has a severe impact on the 
livelihood? 
96 (50.8) 86 (58.1) 182 (54.0) 0.181 58 (30.7) 47 (31.8) 105 (31.2) 0.833 
Ever experienced physical assault such as 
being attacked, hit, slapped, kicked, and 
beaten up by family or non-family 
members? 
28 (14.8) 27 (18.2) 55 (16.3) 0.398 1 (0.5) 2 (1.4) 3 (0.9) 0.584† 
Ever experienced period of a week or 
more when so poor that couldn’t properly 
feed and clothe children? 
100 (52.9) 88 (59.5) 188 (55.8) 0.230 0 0 0 - 
Ever experienced a period of time when couldn’t 
afford to have children go to school? 
57 (30.2) 56 (37.8) 113 (33.5) 0.138 0 0 0 - 
Ever experienced theft or robbery of 
important possessions? 
19 (10.1) 20 (13.5) 39 (11.6) 0.324 2 (1.1) 0 2 (0.6) 0.506† 
Ever experienced worsening relationships 
with children? 
19 (10.1) 20 (13.5) 39 (11.6) 0.324 11 (5.8) 8 (5.4) 19 (5.6) 0.870 
Ever experienced worsening relationship 
with spouse? 
12 (6.3) 11 (7.4) 23 (6.8) 0.696 2 (1.1) 2 (1.4) 4 (1.2) 1.000† 
Note: n=number of participants; 
†
p-value by Fisher’s Exact Test
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Table 5.6: Cumulative Stressful Life Events (SLEs) by gender 
Stressful Life Events  
Male Female Total  
p-value 
n (%) n (%) n (%) 
Distal SLEs  
1-5 
6-7 
8-9 
10-14 
 
56 (29.6) 
48 (25.4) 
57 (30.2) 
28 (14.8) 
 
32 (21.6) 
42 (28.4) 
40 (27.0) 
34 (23.0) 
 
88 (26.1) 
90 (26.7) 
97 (28.8) 
62 (18.4) 
0.133 
Proximal SLEs  
0  
1 
2-5 
 
85 (45.0) 
69 (36.5) 
35 (18.5) 
 
55 (34.2) 
61 (41.2) 
32 (21.6) 
 
140 (41.5) 
130 (38.6) 
67 (19.9) 
0.350 
Note: n=Number of participants; SLE=Stressful Life Event 
home (12.2%). Older males recorded greater personal injury or illness (5.8%), 
inability to earn a living (4.2%), and major changes in the health and behaviour of 
the family members (3.2%). Loss of crops and animals impacting livelihood were the 
most common proximal SLEs experienced by both male and female participants 
(30.7% & 31.8%, respectively).  
Table 5.6 displays the co-occurrence of multiple SLEs, both proximal and distal. The 
participants had experienced from 1 to 14 distal SLEs. Nearly half (47.2%) reported 
between 8-14 types of distal SLEs in life. While the prevalence of proximal SLEs was 
much lower compared to the distal SLEs, about 59% reported the experience of 1-5 
SLEs even in the last 12 months. Consistent with the findings from the distal SLEs, 
the prevalence of proximal SLEs was greater among females than males (62.8% & 
55%, respectively). Both the proximal and distal cumulative SLEs were not 
significant with gender.  
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5.4 General health and Lifestyle  
Participants’ perceptions of their general health conditions and health-seeking 
behaviour were assessed for the last four weeks and one year, respectively. A total 
of 24 different health conditions and medications use for common health problems 
in the past four weeks were also assessed.  
Table 5.7: General health conditions and health seeking behaviour by gender 
General health and health 
seeking behaviour 
Male Female Total 
p-value 
n (%) n (%) n (%) 
Self-report general health 
conditions  
Poor/fair 
Good 
Very good/excellent 
 
 
75 (39.7) 
61 (32.3) 
53 (28.0) 
 
 
83 (56.1) 
45 (30.4) 
20 (13.5) 
 
 
158 (46.9) 
106 (31.5) 
73 (21.7) 
0.002** 
Compared to year ago, you say 
your health condition is: 
Worse now 
About the same 
Better now 
 
 
114 (60.3) 
60 (31.7) 
15 (7.9) 
 
 
93 (62.8) 
49 (33.1) 
6 (4.1) 
 
 
207 (61.4) 
109 (32.3) 
21 (6.2) 
0.343 
Ability to walk in the last four 
weeks  
No problem with walking 
Have problem with walking 
 
 
109 (60.2) 
72 (39.8) 
 
 
66 (46.5) 
76 (53.5) 
 
 
175 (54.2) 
148 (45.8) 
0.014* 
Problems with memory in the 
past four weeks  
No problem with memory 
Have problem with memory 
 
 
72 (38.7) 
114 (61.3) 
 
 
41 (27.9) 
106 (72.1) 
 
 
113 (33.9) 
220 (66.1) 
0.038* 
Visited health worker in the past year 
Yes 
No 
 
143 (75.7) 
46 (24.3) 
 
123 (83.1) 
25 (16.9) 
 
266 (78.9) 
71 (21.1) 
0.096 
Visited different health care workers  
Doctor 
Other health workers 
 
131 (91.6) 
12 (8.4) 
 
116 (94.3) 
7 (5.7) 
 
247 (92.9) 
19 (7.1) 
0.394 
Note: n=Number of participants; *p-value<0.05; **p-value<0.01 
The self-report of the general health conditions between the gender was 
significantly different (p-value<0.01). Slightly more than half (53.2%) self-reported 
their general health to be good to excellent, with the figure higher among the males 
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(60.3%). However, about 61.4% of the sample perceived deterioration in their 
general health conditions over the past year. The perception of the deteriorating 
health conditions was not significant between the gender (p-value=0.343).  
Reports on the ability to walk and problems with memory in the past month were 
significantly different between the genders (p-value<0.05). About 45.8% and 66.1% 
of the participants self-reported having problems with walking and memory or 
concentration in the past four weeks, with the highest figures recorded among 
elderly females (53.5% & 72.1%, respectively). Concerning the use of health 
resources, more than three quarters (78.9%) of the elderly participants visited the 
health care centres in the past year due to health problems. Most (92.9%) received 
treatment from medical doctors (Table 5.7). 
Table 5.8 displays the common health problems, from highest to lowest prevalence. 
The common health problems - such as frequent back pain (67.1%), memory decline 
(61.4%), depression (46.4%), mobility impairment (45.7%), insomnia (42.4%), and 
pulmonary diseases (36.9%) - were significantly different between the genders (p-
value<0.05). All of these significant health problems were reported at higher rates 
among elderly females compared to elderly males. Although not statistically 
significant, other common age-related health problems also reported with more 
frequency among elderly females were disease of the joints (60.2%), some forms of 
arthritis (60.1%), visual impairment (57.4%), high blood pressure (52.7%) and feeling 
of tiredness (51.1%). In contrast, health problems such as diabetes (13.9%), skin 
problems (9.6%), heart disease (8.3%), and kidney disease (2.8%) were more 
common among males. Quite high proportions of participants did not know the 
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status of their health conditions, especially in the area of chronic diseases, such as 
high blood pressure (24.0%), heart disease (29.7%), diabetes (21.4%), liver problems 
(32.6%), kidney disease (24.3%), cancer (23.1%), and stroke (17.2%) (Appendix L: 
Table 6).  
Table 5.8: Prevalence of common health morbidities by gender 
Health morbidities 
Male Female Total 
p-value 
n (%) n (%) n (%) 
Frequent back pain 114 (60.6) 112 (76.2) 226 (67.5) 0.003** 
Memory decline 103 (55.4) 101 (69.2) 204 (61.4) 0.010* 
Joint disease 108 (57.4) 93 (63.7) 201 (60.2) 0.247 
Arthritis 104 (56.2) 93 (65.0) 197 (60.1) 0.106 
Visual impairment 103 (55.4) 88 (59.9) 191 (57.4) 0.411 
High blood pressure 69 (49.3) 66 (56.9) 135 (52.7) 0.225 
Fatigue 87 (46.8) 83 (56.5) 170 (51.1) 0.079 
Depression 77 (41.2) 78 (53.1) 155 (46. 4) 0.031* 
Mobility impairment 74 (39.4) 79 (53.7) 153 (45.7) 0.009** 
Insomnia 69 (36.7) 73 (49.7) 142 (42.4) 0.017* 
Pulmonary disease 60 (32.3) 63 (42.9) 123 (36.9) 0.047* 
Hearing problem 47 (25.3) 38 (25.9) 85 (25.5) 0.904 
Stomach ulcers 33 (19.5) 38 (27.1) 71 (23.0) 0.113 
Gout 26 (14.2) 28 (19.2) 54 (16.4) 0.227 
Musculoskeletal disorders 25 (13.4) 21 (14.4) 46 (13.8) 0.790 
Diabetes 21 (13.9) 13 (11.4) 34 (12.8) 0.546 
Skin problems 18 (9.6) 8 (5.4) 26 (7.8) 0.161 
Heart disease 11 (8.3) 5 (4.8) 16 (6.8) 0.276 
Liver problem  6 (4.8) 6 (5.9) 12 (5.3) 0.717 
Stroke 1 (0.6) 5 (4.0) 6 (2.2) 0.093† 
Kidney disease 4 (2.8) 2 (1.8) 6 (2.4) 0.702† 
Any type of cancer 1 (0.7) 3 (2.5) 4 (1.5) 0.336† 
Note: n=Number of participants; *p-value<0.05;**p-value<0.01;
 †
p-value by Fisher’s Exact Test 
As shown in Table 5.9, the use of medications for pain, long term illnesses, 
uncomfortable feelings in the stomach, and insomnia were different between the 
genders (p-value<0.05). The common forms of medication consumed in the past 
four weeks were related to pain (48.7%), “long term illnesses” (35.9%), and arthritis 
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(23.1%). The use of medications due to health problems was more prevalent among 
females.  
Table 5.9: Prevalence of the common medications used by gender 
Medications due to health 
problems 
Male  Female  Total  
p-value 
n (%) n (%) n (%) 
In the past four weeks, have you taken any medication due to:  
Pain (headaches/backaches) 83 (43.9) 81 (54.7) 164 (48.7) 0.049* 
Any long term illnesses (e.g. 
high BP, diabetes) 
58 (30.7) 63 (42.6) 121 (35.9) 0.024* 
Arthritis 39 (20.6) 39 (26.4) 78 (23.1) 0.217 
Uncomfortable feelings in 
the stomach 
19 (10.1) 29 (19.6) 48 (14.2) 0.013* 
Any form of allergy 6 (3.2) 3 (2.0) 9 (2.7) 0.736† 
Nerves or anxiety 5 (2.6) 4 (2.7) 9 (2.7) 1.000† 
Help you sleep - 5 (3.4) 5 (1.5) 0.016†* 
Depression 1 (0.5) 4 (2.7) 5 (1.5) 0.173† 
Note: n=Number of participants; BP= Blood Pressure; *p-value <0.05; 
†
p-value by Fisher’s Exact Test 
The average number of health problems experienced by the study sample was 6.28 
(SD=3.67). More than half (54%) experienced six or more cumulative health 
problems. Approximately two thirds (65.6%), and a significantly higher number 
among females (75.7%), had consumed medication due to health problems in the 
previous four weeks (p-value<0.01) (Table 5.10).  
Table 5.10: Prevalence of total health problems by gender 
Health problems and 
medication   
Male Female Total 
p-value 
n (%) n (%) n (%) 
Total health problems (Mean±SD: 6.28±3.67)  0.045* 
0-2 43 (22.8)  20 (13.5)  63 (18.7)   
3-5 57 (30.2)  35 (23.6) 92 (27.3)  
6-8 40 (21.2) 39 (26.4) 79 (23.4)  
9-11 38 (20.0)  38 (25.7)  76 (22.6)  
12-15 11 (5.8) 16 (10.8) 27 (8.0) 
Medications taken in the past four weeks  0.001** 
No  80 (42.3)  36 (24.3)  116 (34.4)   
Yes  109 (57.7) 112 (75.7) 221 (65.6)  
Note: n=Number of participants; SD=Standard deviation; *p-value<0.05; **p-value<0.01 
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5.5 Psychological Distress 
Psychological distress was assessed with the Kessler Psychological Distress Scale 
(K10). The mean score for psychological distress was 16.03 (SD=5.70) and was found 
to be higher among females (M=17.11, SD=6.20). The feelings of tiredness for no 
good reason (68.8%) and nervousness (43.9%) were significantly different between 
the genders (p-value<0.001). Likewise, feeling restlessness and fidgety (55.8%), 
depressed (55.8%), and sadness that nothing could cheer (9.2%) were also 
significant (p-value<0.05). Overall, the prevalence of psychological distress in each 
item, including the significant items and the mean score, was observed to be 
greater among females compared to the males (Table 5.11).  
Table 5.11: Prevalence of psychological distress by gender  
Psychological distress 
(item wise) 
Male Female Total 
p-value 
n (%) n (%) n (%) 
Tired for no good 
reason? 
110 (58.2) 122 (82.4) 232 (68.8) 0.000*** 
Nervous? 64 (33.9) 84 (56.8) 148 (43.9) 0.000*** 
So nervous that nothing 
could calm you down? 
14 (7.4) 13 (8.8) 27 (8.0) 0.644 
Hopeless? 92 (48.7) 86 (58.1) 178 (52.8) 0.085 
Restless and fidgety? 95 (50.3) 93 (62.8) 188 (55.8) 0.021* 
So restless you could not 
sit still? 
19 (10.1) 23 (15.5) 42 (12.5) 0.130 
Depressed?  95 (50.3) 93 (62.8) 188 (55.8) 0.021* 
That everything was an 
effort? 
64 (33.9) 59 (39.9) 123 (36.5) 0.256 
So sad that nothing 
could cheer you up? 
12 (6.3) 19 (12.8) 31 (9.2) 0.041* 
Worthless? 83 (43.9) 76 (51.4) 159 (47.2) 0.175 
Psychological distress 
                     Mean (SD) 
 
15.19 (5.13) 
 
17.11 (6.20) 
 
16.03 (5.70) 
0.002** 
Note: n=Number of participants; SD=Standard Deviation;  
*p-value<0.05; **p-value<0.01; ***p-value<0.001 
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5.6 Spirituality  
Spirituality among respondents was assessed using the questionnaire developed by 
the Centre for Bhutan Studies. As displayed in Table 5.12, more than three quarters 
(79.5%) self-reported being very spiritual. A spiritual activity such as the recitation 
of prayers on a daily basis was more common (89.3%) than visits to local temples or 
places of spiritual significance (44.2%) or the practice of meditation (25.8%). The 
practice of meditation was significantly different between the genders (p-
value<0.01). The practice of meditation on a daily basis was almost double among 
males (33.3%) than females (16.2%). Almost 100% of the participants visited local 
temples and places of spiritual significance occasionally or on a daily basis. Nearly 
84% considered ‘Karma’ at all times of their life. Females were slightly more likely 
to recite prayers on a daily basis (90.5%) compared to the males (88.4%). 
5.7 Social Connectedness  
The mean score for social connectedness was 16.19 (SD=3.08, range of 4-20). No 
significant differences between males and females were found for all the items of 
social connectedness. As shown in Table 5.13, more than 65% of the participants 
agreed or strongly agreed with all the four items. In particular, 83.9% agreed to 
feeling a sense of belonging to the community in which they live.  
5.8 Wellbeing Among Elderly People in Bhutan  
The emotional wellbeing of the older people was assessed over the previous two 
weeks using the World Health Organization Five Wellbeing Index (WHO-5).  
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Table 5.12: Prevalence of spirituality (item wise) by gender 
Spirituality 
Male Female Total 
p-value 
n (%) n (%) n (%) 
1How spiritual do you 
consider yourself to be? 
Very spiritual 
Moderately spiritual 
 
 
152 (80.4) 
37 (19.6) 
 
 
116 (78.4) 
32 (21.6) 
 
 
268 (79.5) 
69 (20.5) 
0.644 
2How often do you recite 
prayers? 
Recites daily  
Recites occasionally 
Recites not at all 
 
 
167 (88.4) 
21 (11.1) 
1 (0.5) 
 
 
134 (90.5) 
12 (8.1) 
2 (1.4) 
 
 
301 (89.3) 
33 (9.8) 
3 (0.9) 
0.484§ 
2How often do you practice 
meditation? 
Practice  daily  
Practice  occasionally 
Practice not at all 
 
 
63 (33.3) 
56 (29.6) 
70 (37.0) 
 
 
24 (16.2) 
67 (45.3) 
57 (38.5) 
 
 
87 (25.8) 
123 (36.5) 
127 (37.7) 
0.001** 
2How often do you visit local 
temples and other places of 
spiritual significance within 
community? 
Visits daily  
Visits occasionally 
Visits not at all 
 
 
 
89 (47.1) 
97 (51.3) 
3 (1.6) 
 
 
 
60 (40.5) 
88 (59.5) 
0 (0) 
 
 
 
149 (44.2) 
185 (54.9) 
3 (0.9) 
0.071§ 
3Do you discuss spiritual 
issues with children? 
Discuss daily  
Discuss occasionally 
Discuss not at all 
Not a parent 
 
 
37 (19.6) 
117 (61.9) 
32 (16.9) 
3 (1.6) 
 
 
19 (12.8) 
92 (62.2) 
35 (23.6) 
2 (1.4) 
 
 
56 (16.6) 
209 (62.0) 
67 (19.9) 
5 (1.5) 
0.238§ 
4Do you consider Karma in 
the course of daily life? 
Consider always 
Consider sometimes 
Never consider 
 
 
158 (83.6) 
27 (14.3) 
4 (2.1) 
 
 
116 (78.4) 
28 (18.9) 
4 (2.7) 
 
 
274 (81.3) 
55 (16.3) 
8 (2.4) 
0.477§ 
Spirituality: 
        Mean (SD) 
 
10.46 (1.24) 
 
10.21 (1.22) 
 
10.35 (1.24) 
0.065 
Note: n=Number of participants; SD=Standard Deviation; **p-value<0.01; 
§
p-value by Likelihood Ratio 
Scale:   
1
Range is 1-3; 1=Not at all; 2=Moderate; 3=Very;   
             
2 
Range is 1-3; 1=Not at all; 2=Occasional; 3=Daily 
             
3 
Range is 1-4; 1=Not a parent; 2=Not at all; 3=Occasional; 4= Daily;      
             
4 
Range is 1-3; 1=Never; 2= Sometimes; 3=Always 
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 Table 5.13: Prevalence of social connectedness (item wise) by gender 
Social connectedness item wise 
Male Female Total  
p-value 
n (%) n (%) n (%) 
I know people who will listen and 
understand me when I need to talk 
Strongly agree 
Agree 
Neutral/ Undecided 
Disagree 
Strongly disagree 
 
 
58 (30.7)  
99 (52.4) 
19 (10.1) 
9 (4.8) 
4 (2.1) 
 
 
46 (31.1) 
67 (45.3) 
25 (16.9) 
9 (6.1) 
1 (0.7) 
 
 
104 (30.9)  
166 (49.3) 
44 (13.1) 
18 (5.3) 
5 (1.5) 
0.262 
I am happy with the friendships I 
have  
Strongly agree 
Agree 
Neutral/ Undecided 
Disagree 
Strongly disagree 
 
 
60 (31.7) 
83 (43.9) 
23 (12.2) 
22 (11.6) 
1 (0.5) 
 
 
50 (33.8) 
52 (35.1) 
22 (14.9) 
22 (14.9) 
2 (1.4) 
 
 
110 (32.6)  
135 (40.1)  
45 (13.4)  
44 (13.1)  
3 (0.9) 
0.486 
I have people with whom I can do 
enjoyable things  
Strongly agree 
Agree 
Neutral/ Undecided 
Disagree 
Strongly disagree 
 
60 (31.7) 
79 (41.8) 
25 (13.2) 
23 (12.2) 
2 (1.1) 
 
53 (35.8) 
41 (27.7) 
30 (20.3) 
22 (14.9) 
2 (1.4) 
 
113 (33.5)  
120 (35.6)  
55 (16.3)  
15 (4.5)  
4 (1.2) 
0.089 
I feel I belong to my community  
Strongly agree 
Agree 
Neutral/ Undecided 
Disagree 
Strongly disagree 
 
123 (65.1) 
40 (21.2) 
16 (8.5) 
10 (5.3) 
0 
 
82 (55.4) 
38 (25.7) 
21 (14.2) 
5 (3.4) 
2 (1.4) 
 
205 (60.8)  
78 (23.1)  
37 (11.0)  
15 (4.5)  
2 (0.6) 
0.102 
Total social connectedness:  
              Mean (SD) 
 
16.37 (3.01) 
 
15.97 (3.15) 
 
16.19 (3.08) 
0.246 
Note: n=Number of participants; SD=Standard Deviation 
Scale: Range is 1-5, assessed on degree of agreement the present stage of life: 1=Strongly disagree; 
2=Disagree; 3=Neutral or undecided; 4=Agree; and 5=Strongly agree. Total social connectedness 
score range from 4-20.  
As displayed in Table 5.14, the average score of the wellbeing was 57.90 (SD=18.34) 
and was significantly different between the genders (p-value<0.001). The feelings of 
being cheerful and in good spirits, calm and relaxed, fresh and rested, and of having 
a daily life filled with things of interest in the past two weeks were also significantly 
different between the genders (p-value<0.01). Males reported better wellbeing in 
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each of the items (i.e., considering more than half of the time to all of the time). 
Further independent t-testing confirmed that the wellbeing score was significantly 
greater among elderly males (M=61.71, SD=17.42) compared to the older females 
(M=53.03, SD=18.38). The differences in the mean scores in each of the wellbeing 
indexes can be found in Appendix L: Table 3.   
5.9 Health-Related Quality of Life  
The interview questions regarding HRQOL assessed how individual people felt in 
their daily activities. The SF-6D was used.  
Table 5.15 shows the distribution of HRQOL items. Most (87%) of the older 
participants felt some limitation of activities (little to a lot) as a result of impaired 
physical functioning. Many (69.4%) reported role limitation in a kind of work or 
activities as a result of physical health problems. Slightly more than three quarters 
(76.8%) reported that their social functioning was limited a little to most of the 
time. A little more than half (53.7%) had pain that interferes with normal work, 
ranging from little to extreme. The feeling of being tense or downhearted a little to 
some of the time was recorded at 58.5%. Concerning vitality, nearly half (49.9%) of 
the participants had the feeling of having energy none or little of the time.  
Bivariate analysis indicated significant differences in role limitation (χ2(2)=9.816, p-
value<0.01), pain (χ2(5)=14.952, p-value<0.05), vitality (χ2(4)=13.388, p-value<0.05), 
and mental health (χ2(4)=21.122, p-value<0.001) between the genders. Females 
significantly recorded more problems with role limitation, pain, mental health, and 
vitality.  
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Table 5.14: Prevalence of wellbeing (item wise) by gender 
WHO 5 Wellbeing index 
Male Female Total  
p-value 
n (%) n (%) n (%) 
I have felt cheerful and in 
good spirit  
All of the time  
Most of the time  
More than half of the time  
Less than half of the time  
Some of the time  
At no time 
 
 
11 (5.8) 
68 (36.0) 
55 (29.1) 
38 (20.1) 
17 (9.0) 
0 
 
 
4 (2.7)  
34 (23.0) 
41 (27.7) 
46 (31.1) 
23 (15.5) 
0 
 
 
15 (4.5) 
102(30.3) 
96 (28.5) 
84 (24.9) 
40 (11.9) 
0 
0.009** 
I have felt calm and relaxed 
All of the time  
Most of the time  
More than half of the time  
Less than half of the time  
Some of the time  
At no time 
 
9 (4.8) 
69 (36.5) 
32 (16.9) 
60 (31.7) 
19 (10.1) 
0 
 
4 (2.7) 
32 (21.6) 
22 (14.9) 
62 (41.9) 
28 (18.9) 
0 
 
13 (3.9)  
101 (30.0) 
54 (16.0) 
122 (36.2) 
47 (13.9) 
0 
0.006** 
I have felt active and vigorous 
All of the time  
Most of the time  
More than half of the time 
 Less than half of the time  
Some of the time  
At no time 
 
7 (3.7) 
75 (39.7) 
54 (28.6) 
22 (11.6) 
31 (16.4) 
0 
 
6 (4.1) 
48 (32.4) 
32 (21.6) 
29 (19.6) 
33 (22.3) 
0 
 
13 (3.9) 
123 (36.5) 
86 (25.5) 
51 (15.1) 
64 (19.0) 
0 
0.100 
I woke up feeling fresh and rested 
All of the time  
Most of the time  
More than half of the time  
Less than half of the time  
Some of the time  
At no time 
 
21 (11.1) 
65 (34.4) 
46 (24.3) 
40 (21.2) 
17 (9.0) 
0 
 
6 (4.1) 
33 (22.3) 
33 (22.3) 
51 (34.5) 
25 (16.9) 
0 
 
27 (8.0) 
98 (29.1) 
79 (23.4) 
91 (27.0) 
42 (12.5) 
0 
0.001** 
My daily life has been filled 
with things that interest me 
All of the time  
Most of the time  
More than half of the time 
 Less than half of the time  
Some of the time  
At no time 
 
 
9 (4.8) 
87 (46.0) 
41 (21.7) 
35 (18.5) 
17 (9.0) 
0 
 
 
4 (2.7) 
37 (25.0) 
48 (32.4) 
34 (23.0) 
25 (16.9) 
0 
 
 
13 (3.9) 
124 (36.8) 
89 (26.4) 
69 (20.5) 
42 (12.5) 
0 
0.001** 
Overall wellbeing  
                  Mean (SD) 
 
61.71 (17.42) 
 
53.03 (18.38) 
 
57.90 (18.34) 
0.000*** 
Note: n=Number of participants; WHO=World Health Organization;  
**p-value <0.01; ***p-value<0.001; 
Scale range is 0-5. 0=at no time; 1= some of the time; 2=less than half of the time; 3=more than half 
of the time; 4=most of the time; 5=all of the time. Total wellbeing score ranges in between 5-25.  
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The highest dimension with no problem was recorded for mental health (30.9%) 
and the lowest one was for vitality (2.7%). Subjective QOL was assessed using the 
World Health Organization Quality of Life 26-item questionnaire (WHOQOL-BREF). 
Table 5.16 displays the mean scores of the facets of WHOQOL-BREF by gender. The 
mean scores of the 26 single items ranged from 2.47 to 4.06 with standard 
deviations (SDs) ranging from 0.63 to 1.20 on the 1–5 Likert-scale. The mean score 
for the overall QOL was 88.92 (SD=11.91), and the mean scores were significantly 
different between males (M=90.53, SD=11.55) and females (M=86.85, SD=12.07) (p-
value<0.01). The mean scores and the standard deviations for the domains of QOL 
were physical (M=51.37, SD=11.88), psychological (M=61.29, SD=14.99), social 
relationships (M=71.12, SD=15.79), and environmental-related QOL (M=66.60, 
SD=12.15) on a 0–100 scale. The mean scores for both the items and the domains 
were greater than the middle values of the scale of each item and domains. This 
indicated older participants in this study considered their QOL in a positive 
direction. Both the psychological (p-value<0.05) and the environmental (p-
value<0.001) domains of the QOL were significantly different between the genders. 
All the mean scores of the domains including the significant ones were reported low 
among females. Overall 35% of the facets of the WHOQOL-BREF were significantly 
different between the genders (p-value<0.05). The difference in the proportional 
distribution of the facets and the domains of QOL by gender can be found in 
Appendix L: Table 5. 
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Table 5.15: Distribution of health-related quality of life by gender  
Health Related Quality of Life 
Male  Female  Total  
p-value 
n (%) n (%) n (%) 
Physical functioning    0.226 
-Does limit a lot in bathing and dressing 
-Does limit a little in bathing and dressing 
-Does limit a lot in moderate activities 
-Does limit a little in moderate activities 
-Does limit a little in vigorous activities 
-Does not limit in vigorous activities 
7 (3.7) 
26 (13.8) 
37 (19.6) 
52 (27.5) 
35 (18.5) 
32 (16.9) 
7 (4.7) 
24 (16.2) 
38 (25.7) 
39 (26.4) 
28 (18.9) 
12 (8.1) 
14 (4.2) 
50 (14.8) 
75 (22.3) 
91 (27.0) 
63 (18.7) 
44 (13.1) 
 
Role limitation    0.007** 
- Limited in the kind of work as a result of  
  physical health and  accomplish less due  
  to emotional problems 
- Limited in a kind of work or other  
  activities as a result of physical health  
- No problem 
16 (8.5) 
 
 
123 (65.1) 
 
50 (26.5) 
18 (12.2) 
 
 
111 (75.0) 
 
19 (12.8) 
34 (10.1) 
 
 
234 (69.4) 
 
69 (20.5) 
 
Social functioning     0.555 
-Limits all the time 
-Limits most of the time 
-Limits some of the time 
-Limits little of the time 
-Limits none of the time 
17 (9.0) 
47 (24.9) 
43 (22.8) 
51 (27.0) 
31 (16.4) 
15 (10.1) 
39 (26.4) 
39 (26.4) 
40 (27.0) 
15 (10.1) 
32 (9.5) 
86 (25.5) 
82 (24.3) 
91 (27.0) 
46 (13.6) 
 
Pain    0.011* 
-Have pain that interferes  with normal work excessively 
-Have pain that interferes with normal work quite a bit 
-Have moderate pain that interferes with normal work 
-Have pain little bit that interferes with normal work 
-Have pain but does not interfere with normal work 
-No pain 
9 (4.8) 
20 (10.6) 
15 (7.9) 
41 (21.7) 
48 (25.4) 
56 (29.6) 
11 (7.4) 
19 (12.8) 
22 (14.9) 
44 (29.7) 
28 (18.9) 
24 (16.2) 
20 (5.9) 
39 (11.6) 
37 (11.0) 
85 (25.2) 
76 (22.6) 
80 (23.7) 
 
Mental health    0.000*** 
-Feel tense or downhearted all of the time 
-Feel tense or downhearted most of the time 
-Feel tense or downhearted some of the time 
-Feel tense or downhearted a little of the time 
-Feel tense or downhearted none of the time 
2 (1.1) 
18 (9.5) 
44 (23.3) 
49 (25.9) 
76 (40.2) 
2 (1.4) 
14 (9.5) 
61 (41.2) 
43 (29.1) 
28 (18.9) 
4 (1.2) 
32 (9.5) 
105 (31.2) 
92 (27.3) 
104 (30.9) 
 
Vitality    0.010* 
-Have a lot of energy none of the time 
-Have a lot of energy a little of the time 
-Have a lot of energy some of the time 
-Have a lot of energy most of the time 
-Have a lot of energy all of the time 
8 (4.2) 
76 (40.2) 
47 (24.9) 
50 (26.5) 
8 (4.2) 
4 (2.7) 
80 (54.1) 
41 (27.7) 
22 (14.9) 
1 (0.7) 
12 (3.6) 
156 (46.3) 
88 (26.1) 
72 (21.4) 
9 (2.7) 
 
Note: n=Number of participants; *p-value <0.05; **p-value<0.01; ***p-value<0.001 
Scale range for physical functioning is (1-6), role limitation (1-4), social functioning (1-5), pain (1-6), 
mental health (1-5), and vitality (1-5) to assess the degree of feeling of difficulty in daily activities.  
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Table 5.16: Mean score of the facets and domains of QOL by gender  
Note: n=Number of participants; SD=Standard Deviation; QOL=Quality of life; *p-value <0.05; **p-
value<0.01; ***p-value<0.001; 
‡
p-value by Welch F-Statistics; 
a
Reversed item score re-coded 
Facets of the WHOQOL-
BREF 
Male Female Total 
p-value 
Mean(SD) Mean (SD) Mean (SD) 
General QOL (Q1) 3.57 (0.95) 3.24 (1.03) 3.42 (1.00) 0.002** 
General Health (Q2) 3.40 (1.02) 2.99 (1.02) 3.22 (1.04) 0.000*** 
Physical quality of life      52.44 (12.01) 50.01 (11.61) 51.37 (11.88) 0.061 
Pain and discomforta (Q3) 2.57 (1.14) 2.86 (1.09) 2.69 (1.12) 0.018* 
Dependence on 
medicationa (Q4) 
2.36 (1.26) 2.60 (1.12) 2.47 (1.21) 0.064‡ 
Energy and fatigue (Q10) 2.96 (0.97) 2.72 (0.85) 2.85 (0.93) 0.021* 
Mobility (Q15) 3.68 (0.91) 3.39 (0.94) 3.55 (0.94) 0.040* 
Sleep and rest (Q16) 3.43 (1.09) 3.14 (1.06) 3.30 (1.09) 0.014* 
Activities of daily living (Q17) 3.32 (0.94) 3.09 (0.95) 3.22 (0.95) 0.028* 
Work capacity (Q18) 3.29 (0.93) 3.11 (0.93) 3.21 (0.93) 0.082 
Psychological quality of 
life 
63.08 (14.36) 59.01 (15.52) 61.29 (14.99) 0.013* 
Positive feeling (Q5) 3.37 (0.73) 3.25 (0.77) 3.31 (0.75) 0.162 
Feeling that life is 
meaningful (Q6) 
3.69 (0.76) 3.66 (0.71) 3.68 (0.74) 0.702 
Concentration (Q7) 3.09 (0.98) 2.94 (0.94) 3.02 (0.96) 0.154 
Bodily appearance (Q11) 3.31 (1.03) 3.22 (1.06) 3.27 (1.04) 0.435 
Self-esteem (Q19) 3.64 (0.76) 3.48 (0.84) 3.57 (0.80) 0.067 
Negative feelingsa (Q26) 3.97 (0.92) 3.63 (0.97) 3.82 (0.95) 0.001‡** 
Social relationships 
quality of life      
71.38 (16.29) 70.79 (15.17) 71.12 (15.79) 0.734 
Personal relationships 
(Q20) 
3.96 (0.73) 3.82 (0.73) 3.90 (0.73) 0.096 
Sexual activity (Q21) 4.01 (0.95) 4.14 (0.72) 4.07 (0.86) 0.134‡ 
Social support (Q22) 3.62 (0.89) 3.51 (0.88) 3.58 (0.88) 0.254 
Environment-related 
quality of life     
68.66 (11.87) 63.97 (12.04) 66.60 (12.15) 0.000*** 
Physical safety and 
security (Q8) 
3.18 (0.93) 3.13 (0.87) 3.16 (0.90) 0.604 
Physical environment (Q9) 3.67 (0.63) 3.61 (0.64) 3.64 (0.63) 0.356 
Financial resources (Q12) 3.21 (1.02) 3.05 (0.97) 3.14 (1.00) 0.167 
Opportunities for new 
information (Q13) 
3.66 (0.96) 3.29 (0.89) 3.50 (0.95) 0.000*** 
Opportunities for leisure 
activities (Q14) 
3.77 (0.89) 3.43 (0.84) 3.62 (0.88) 0.000*** 
Home environment (Q23) 3.82 (0.64) 3.72 (0.70) 3.77 (0.67) 0.158 
Access to health services 
(Q24) 
4.11 (0.65) 4.00 (0.71) 4.06 (0.68) 0.135 
Transport (Q25) 3.97 (0.66) 3.74 (0.71) 3.87 (0.69) 0.002‡** 
Overall QOL  90.53 (11.55) 86.85 (12.07) 88.92 (11.91) 0.005** 
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Summary 
This chapter examined the socio-demographic characteristics, prevalence of ACEs, 
self-reported general health conditions, physical and mental health problems, 
spirituality, social connectedness, QOL and wellbeing among genders.  
Characteristics such as the marital status, the place where most of the childhood 
days were spent, educational level, and languages spoken were significant with 
gender. ACEs were highly prevalent. Individual ACEs such as witnessing community 
violence and physical neglect, and cumulative ACEs including “Bhutan-specific” ACEs 
were more common among males than females. In contrast, experiences of 
individual distal SLEs, such as the death of a spouse or a child, were more common 
among females. The cumulative distal and proximal SLEs did not differ much by 
gender. Poor to fair self-reported general health conditions and problems with 
walking and memory in the past four weeks were more prevalent among elderly 
females. Likewise, specific health problems that were significantly higher among 
females included frequent back pain, depression, insomnia, and diseases of the 
lungs, and medications were used for pain, long term illnesses, uncomfortable 
feelings in the stomach, or to help sleep. Relating to mental health problems, 
feeling tired for no good reason and feeling nervous, restless, depressed, or sad 
were significantly more prevalent among females. Conversely, mental wellbeing, 
the feelings of cheerfulness, calmness, being relaxed, fresh and rested, and feelings 
of life filled with things had higher mean scores among males. Problems with 
physical functioning, role, pain, or mental health dimensions of the HRQOL were 
statistically significant and were more prevalent among the males. Finally, older 
men reported better overall QOL, wellbeing, and HRQOL than older women. 
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CHAPTER 6: BIVARIATE AND MULTIVARIATE ANALYSIS OF QUALITY OF LIFE AND 
HEALTH-RELATED QUALITY OF LIFE  
Introduction 
Chapter 6 presents the analysis of associations between the outcome variables QOL 
and HRQOL and the independent variables (demographic characteristics, ACEs, SLEs, 
physical and mental disorders, spirituality, and social connectedness). In section 1, 
bivariate analysis is reported using t-test, one-way analysis of variance (ANOVA), 
and correlation tests. Pearson’s correlation test was conducted to determine 
correlation between the variables measured on a continuous scale. Univariate 
logistic regression was also performed to determine an association between 
cumulative adverse life experiences and individual health problems. Section 2 
reports results from the multivariate analysis of overall QOL and HRQOL. Socio-
demographic characteristics such as the age, gender, marital status, relationship 
with children, place where most of the childhood days were spent, education level, 
language, and employment status were controlled to identify the independent 
predictors. Multivariate regression analysis was conducted by entering all the 
variables with bivariate association with QOL, wellbeing, and HRQOL at p-value less 
than or equal to 0.1. Adjusted R2 were examined as a measure of explanatory power 
and the direction of the observed associations. All hypotheses were tested at 95% 
probability level. 
The main research questions addressed in this chapter are: 
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-  How do socio-demographic characteristics, ACEs, SLEs, spirituality, physical and 
mental health, and social connectedness correlate with subjective QOL? 
- What is the relationship between adverse life experiences and health 
conditions? 
- What are the correlates of QOL and HRQOL? 
Prior to conducting the analysis, evaluations of assumptions of the different 
statistical tests were performed.  In the cases where the assumptions of the tests 
were violated, an alternative statistical tests were performed to consider the 
findings appropriately.  
Section 1 
A number of demographic characteristics, ACEs, SLEs, physical and mental health 
conditions, spirituality and social connectedness are associated with QOL and 
wellbeing.  
6.1 Relationship Between Demographic Characteristics, QOL, and HRQOL  
Many demographic characteristics were significantly correlated with overall QOL 
and its domains, and HRQOL (see Table 6.1). The four domains of the QOL are 
physical, psychological, social relationships, and environmental-related QOL. Except 
for the significant negative correlation with HRQOL (p-value<0.001), age seems to 
have little influence on the overall QOL.  
A statistically significant relationship was established between marital status and 
the environmental domain of QOL (F=4.026, p-value <0.05), and HRQOL (F=6.650, p-
value<0.01). Post hoc testing with Tukey’s HSD was performed to determine the 
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difference in the mean scores by marital status. Significantly higher environmental-
related QOL scores were reported among married participants (M=68.31, SD=11.37) 
compared to widowed participants (M=63.35, SD=12.47). Likewise, higher HRQOL 
scores were recorded for married participants (M=0.69, SD=0.13) compared to 
those widowed (M=0.63, SD=0.09). 
Total number of children or co-resident family members does not have a significant 
association with their overall QOL. However, significant associations were found 
between perceived relationship with children and HRQOL (t=-4.837, p-value<0.001), 
overall QOL (t=-5.878, p-value<0.001) and across its domains: physical (t=-2.207, p-
value<0.05), psychological (t=-5.277, p-value <0.001), social relationships (t=-4.628, 
p-value<0.001), and environmental-related QOL (t=-6.311, p-value<0.001). 
Respondents who perceived a good relationship with their children had higher 
mean scores in the overall QOL and its domains, and in HRQOL.  
Regarding religious affiliation, statistically significant associations were found 
between religious affiliation and HRQOL (t=-3.507, p-value<0.01) and in the physical 
(t=-2.734, p-value <0.01) and social relationships (t=-4.046, p-value<0.001) domains 
of QOL. The respondents who believed in religion(s) other than Buddhism reported 
higher mean scores in the physical (M=56.06, SD=10.18) and social relationship 
domains of QOL (M=79.12, SD=11.44), and HRQOL (M=0.74, SD=0.14).  
Rural/urban residence during childhood days was also found to be significantly 
linked with physical (t=-2.712, p-value<0.01), psychological (t=-3.506, p-value<0.01) 
and environmental (t=-4.036, p-value<0.001) domains of QOL, overall QOL (t=-
3.797, p-value<0.001), and HRQOL (t=-2.360, p-value<0.05). Significantly lower 
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mean scores in the physical, psychological and environmental domains of QOL, 
overall QOL, and HRQOL were recorded among elderly people who spent most of 
their childhood days in the rural communities.   
Except for the social relationship domain of QOL, level of education was found to be 
significantly linked with physical (t=-3.585, p-value<0.001), psychological (t=-3.178, 
p-value<0.01), and environmental (t=-3.967, p-value<0.001) domains of QOL, 
overall QOL (t=-3.816, p-value<0.001), and HRQOL (t=-4.366, p-value<0.001). 
Compared to people with some form of schooling, those who had no formal 
schooling reported lower mean scores in the physical, psychological, and 
environmental domains of QOL, overall QOL, and HRQOL.  
Regarding the ability to speak multiple languages, statistically significant 
associations have been found between those who are proficient in multiple 
languages and HRQOL (F=11.290, p-value<0.001), and overall QOL (F=5.983, p-value 
<0.01). Except for the social relationship domain of QOL, a statistically significant 
relationship was also found between the ability to speak multiple languages and 
physical (F=4.339, p-value <0.05), psychological (F=3.819, p-value <0.05) and 
environmental-related QOL (F=7.743, p-value<0.01). Post hoc test with Tukey’s HSD 
showed significant differences in the overall QOL, physical, psychological, and 
environmental-related QOL, and HRQOL at different levels of languages spoken. For 
instance, compared to participants who spoke one to two languages, those who 
spoke three or more languages had higher mean scores in the physical, 
psychological and environmental domains of QOL, overall QOL, and HRQOL. 
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Table 6.1: Bivariate association between socio-demographic characteristics and QOL, and health-related quality of life 
Note: *p-value <0.05; **p-value <0.01; ***p-value <0.001; SD=Standard deviation; QOL=Quality of life; HRQOL=Health-related quality of life; aTukey’s HSD post hoc test 
significant at 0.05 
             
 
Demographic characteristics 
Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL 
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Age of the participants 
a60-69 years 
 70-79 years 
 ≥ 80 years 
 
143 
132 
62 
 
51.80 (11.15) 
51.44 (12.88) 
50.24 (11.40) 
 
61.82 (14.66) 
61.13 (15.84) 
60.44 (14.02) 
 
71.10 (15.22) 
71.61 (15.47) 
70.11 (17.86) 
 
66.22 (11.20) 
67.59 (13.19) 
65.37 (11.97) 
 
89.12 (10.91) 
89.11 (13.14) 
88.03 (11.49) 
 
0.72 (0.11) 
0.65 (0.12)a 
0.61 (0.12)a 
Gender 
Male 
Female 
 
189 
148 
 
52.44±12.01 
50.01±11.61 
 
63.08 (14.36) 
59.01 (15.52)* 
 
71.38 (16.29) 
70.79 (15.17) 
 
68.66 (11.87) 
63.97 (12.04)*** 
 
90.53 (11.55) 
86.85 (12.07)** 
 
0.69 (0.13) 
0.64 (0.11)*** 
Marital status 
aMarried 
bNever married 
 Widowed 
 
179 
26 
132 
 
51.61 (11.70) 
51.58 (13.42) 
51.01 (11.89) 
 
62.60 (13.99) 
56.35 (14.66) 
60.50 (16.18) 
 
72.59 (13.98) 
64.15 (19.73) 
70.51 (16.94) 
 
68.31 (11.37) 
63.35 (12.47)a* 
64.92 (12.82) 
 
90.15 (10.81) 
85.27 (12.50) 
87.97 (13.00) 
 
0.69 (0.13) 
0.63 (0.09) 
0.65 (0.12)a 
Total number of children alive 
≤ 3 children 
4-5 children 
> 5 children 
 
116 
116 
105 
 
53.23 (11.58) 
49.61 (11.37) 
51.27 (12.54) 
 
63.23 (14.84) 
61.19 (14.68) 
59.27 (15.35) 
 
70.42 (18.07) 
70.31 (13.98) 
72.79 (14.98) 
 
68.35 (12.20) 
66.06 (11.40) 
65.26 (12.77) 
 
90.62 (12.21) 
87.96 (10.96) 
88.10 (12.46) 
 
0.68 (0.12) 
0.66 (0.13) 
0.67 (0.13) 
Relationships with children  
Very good 
Not so good 
 
253 
78 
 
52.18 (11.87) 
48.79 (11.72)* 
 
63.65 (14.25) 
53.78 (15.05)*** 
 
73.36 (14.93) 
64.29 (15.75)*** 
 
68.87 (11.49) 
59.56 (11.01)*** 
 
90.97 (11.38) 
82.37 (11.02)*** 
 
0.69 (0.12) 
0.61 (0.13)*** 
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Table 6.1 Bivariate association between socio-demographic characteristics and QOL, and health-related quality of life (continue…) 
Note: *p-value <0.05; **p-value <0.01; **p-value<0.001; SD=Standard deviation; QOL=Quality of life; HRQOL=Health-related quality of life; Languages:1) Dzongkha; 2) 
Lhotshamkha; 3) English; and 4) Tshanglalo; 
  ab
Tukey’s HSD and Games-Howell post hoc test significant at 0.05. 
Demographic 
characteristics 
Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL  
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Religion 
Buddhist 
Non-Buddhist 
 
304 
33 
 
50.87 (11.96) 
56.06 (10.18)** 
 
61.04 (14.77) 
63.64 (16.92) 
 
70.25 (15.97) 
79.12 (11.44)*** 
 
66.76 (12.07) 
65.15 (12.94) 
 
88.59 (11.96) 
91.94 (11.04) 
 
0.66 (0.12) 
0.74 (0.14)** 
Place most of the 
childhood days spent 
Village 
Not in village 
 
 
298 
39 
 
 
50.74 (11.82) 
56.18 (11.39)** 
 
 
60.28 (14.74) 
69.08 (14.79)** 
 
 
71.20 (15.66) 
70.51 (16.93) 
 
 
65.65 (11.89) 
73.82 (11.86)*** 
 
 
88.04 (11.79) 
95.59 (10.72)*** 
 
 
0.66 (0.12) 
0.72 (0.15)* 
Level of education 
No formal schooling 
Some form of schooling  
 
285 
52 
 
50.40 (11.55) 
56.71 (12.37)*** 
 
60.20 (14.45) 
67.29 (16.58)** 
 
70.84 (15.34) 
72.69 (18.16) 
 
65.50 (11.94) 
72.62 (11.65)*** 
 
87.88 (11.62) 
94.60 (11.95)*** 
 
0.66 (0.12) 
0.75 (0.14)*** 
Language spoken 
aSpeak 1 of 4 languages 
bSpeak 2 of 4 languages 
 Speak 3 to 4 languages 
 
188 
87 
62 
 
50.88 (11.50) 
49.70 (12.38) 
55.21 (11.68)ab 
 
60.46 (14.82) 
59.77 (15.47) 
65.97 (14.13) ab 
 
71.46 (15.23) 
69.06 (16.67) 
72.98 (16.13) 
 
65.12 (11.88) 
66.01 (12.35) 
71.92 (11.36)ab 
 
87.96 (11.43) 
87.67 (12.96)a 
93.56 (10.59)ab 
 
0.66 (0.11) 
0.65 (0.13) 
0.74 (0.13)ab 
Employment status 
aEmployed 
bHome maker 
 Unemployed 
 
155 
51 
131 
 
56.74 (10.91) 
54.04 (10.63) 
43.99 (9.41)ab 
 
67.05 (14.57) 
61.69 (15.16) 
54.33 (12.35) ab 
 
76.10 (14.80) 
75.57 (13.87) 
63.50 (14.67) ab 
 
70.30 (12.40) 
65.16 (12.36) a 
62.78 (10.43) a 
 
94.41 (10.60) 
90.20 (11.03) 
81.92 (10.02)ab 
 
0.70 (0.12) 
0.70 (0.12) 
0.62 (0.12)ab 
Household members 
≤ 5 family members  
≥ 6 family members 
 
185 
152 
 
51.99 (12.00) 
50.62 (11.73) 
 
61.42 (14.94) 
61.14 (15.10) 
 
70.95 (16.00) 
71.34 (15.58) 
 
66.45 (12.34) 
66.78 (11.95) 
 
89.18 (12.19) 
88.60 (11.58) 
 
0.68 (0.13) 
0.66 (0.12) 
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Employment status in the past year was one of the demographic characteristics 
significantly associated with HRQOL (F=14.746, p-value<0.001), overall QOL  
(F=51.149, p-value<0.001), and the domains of QOL: physical (F=56.295, p-
value<0.001), psychological (F=30.014, p-value<0.001), social relationships 
(F=29.215, p-value<0.001), and environmental-related QOL (F=15.226, p-
value<0.001). Post hoc tests revealed significant differences in the mean scores of 
the HRQOL, overall QOL and across its domains at different levels of employment 
status. Elderly people who were unemployed reported lower mean scores in the 
overall QOL and across the physical, psychological, social relationship, and 
environmental domains of QOL and HRQOL compared to people who were 
employed or had some work to engage in.  
6.2 Relationship Between the General Health Conditions and Cumulative Health 
Problems, QOL, and HRQOL  
ANOVA and independent t-tests were performed to determine the relationships 
among the self-reported general health conditions, cumulative health problems, 
QOL and HRQOL.  
As indicated in Table 6.2, self-reported general health condition was significantly 
associated with HRQOL (F=125.084, p-value<0.001), overall QOL (F=69.127, p-
value<0.001) and across its domains: physical (F=46.008, p-value<0.001), 
psychological (F=57.237, p-value<0.001), social relationships (F=28.989, p-
value<0.001), and environmental-related QOL (F=14.697, p-value<0.001). Post hoc 
tests showed significant differences, with high mean scores of HRQO and overall 
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QOL and its domains recorded for people who self-rated poor or fair general health 
conditions compared to those who self-rated very good to excellent health 
conditions.  
Likewise, problems with walking in the past four weeks were significantly associated 
with overall QOL (t=6.804, p-value<0.001), physical (t=5.925, p-value<0.001), 
psychological (t=6.375, p-value<0.001), social relationships (t=4.080, p-
value<0.001), and environmental-related domains of QOL (t=4.285, p-value<0.001), 
and HRQOL (t=11.720, p-value<0.001). Significantly lower mean scores of the 
overall QOL, physical, psychological, social relationship, and environmental domains 
of QOL, and HRQOL were reported by people who experienced difficulty walking in 
the past month.  
Self-reported problems with memory or concentration in the past four weeks were 
also found to be significantly linked with overall QOL and psychological domain (p-
value<0.01), the physical and environmental domains of the QOL, and HRQOL (p-
value <0.05). However, the significant relationship was not seen with the social 
relationships domain of QOL (p-value=0.736). Elderly people who experienced 
problems with memory or concentration significantly revealed lower mean scores in 
the overall QOL, physical, psychological, and environmental domains of QOL, and 
HRQOL compared to those elderly people who experienced no problem with 
memory or concentration. 
As expected, a significant negative relationship was observed between the total 
number of health problems, overall QOL and across the domains of QOL, and 
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Table 6.2: Bivariate association between health, quality of life, and health-related quality of life 
Health and lifestyle  
Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL  
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Self-report general health 
condition 
aPoor/fair 
bGood 
 Very good/excellent 
 
 
158 
106 
73 
 
 
45.79 (10.94) 
54.37 (10.07) 
59.11 (10.39)ab 
 
 
53.92 (14.04) 
65.05 (12.97) 
71.79 (11.02)ab 
 
 
65.80 (15.67) 
73.20 (15.68) 
79.63 (11.30)ab 
 
 
63.32 (11.79) 
67.74 (11.39) 
72.05 (11.87)ab 
 
 
82.63 (10.99) 
92.04 (9.76) 
98.00 (8.61)ab 
 
 
0.59 (0.09) 
0.96 (0.01)a 
0.80 (0.11)ab 
Problems with walking  
No  
Yes 
 
175 
148 
 
54.51 (10.49) 
47.01 (12.00)*** 
 
65.33 (14.14) 
55.26 (14.14) *** 
 
74.34 (16.01) 
67.28 (14.86)*** 
 
68.77 (11.67) 
63.11 (11.98)*** 
 
92.41 (10.42) 
83.87 (11.89)*** 
 
0.73 (0.11) 
0.59 (0.10)*** 
Problems with memory/ 
concentration  
No  
Yes 
 
 
113 
220 
 
 
53.55 (12.09) 
50.28 (11.68)* 
 
 
65.19 (13.81) 
59.24 (15.29)*** 
 
 
71.58 (17.58) 
70.96 (14.80) 
 
 
68.59 (11.60) 
65.62 (12.41)* 
 
 
91.71 (11.53) 
87.51 (11.94)** 
 
 
0.69 (0.12) 
0.66 (0.13)* 
Prescribed medication use 
Yes 
No 
 
221 
116 
 
50.77 (11.60) 
52.53 (12.37) 
 
58.94 (15.15) 
65.78 (13.64)*** 
 
70.24 (15.96) 
72.79 (15.39) 
 
65.60 (12.51) 
68.51 (11.24)* 
 
87.32 (11.99) 
91.96 (11.15)** 
 
0.63 (0.11) 
0.74 (0.13)*** 
Total Health Problems 
a0-2 
b3-5 
c6-8 
d9-11 
12-15 
 
63 
92 
79 
76 
27 
 
58.48 (10.37) 
55.96 (9.33) 
53.03 (11.20)a 
41.96 (9.58)abc 
40.85 (6.55)abc 
 
74.06 (10.06) 
66.26 (12.46)a 
61.51 (13.70)a 
49.76 (11.24)abc 
46.41 (9.52)abc 
 
78.86 (12.11) 
74.30 (16.13) 
71.48 (13.40)a 
63.59 (15.28)abc 
62.37 (12.29)abc 
 
75.27 (10.37) 
70.01 (11.62)a 
66.28 (11.85)a 
59.67 (8.39)abc 
55.19 (7.45)abc 
 
99.08 (7.51) 
93.18 (9.84)a 
89.80 (10.52)a 
79.20 (8.19)abc 
75.44 (7.07)abc 
 
0.80 (0.10) 
0.72 (0.10)a 
0.64 (0.09)ab 
0.58 (0.09)abc 
0.54 (0.09)abcd 
Note: *p-value <0.05; **p-value <0.01; ***p-value<0.001; SD=Standard deviation; QOL=Quality of life; HRQOL=Health-related quality of life 
abcd 
Post hoc tests with Tukey’s HSD and Games-Howell at significance level of 0.05 
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Table 6.3: Bivariate association between individual health problems, QOL, and HRQOL 
Health problems Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL 
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD) Mean(SD) 
Frequent back pain 
No  
Yes 
 
109 
226 
 
56.76 (10.56) 
48.76 (11.67)*** 
 
69.76 (12.01) 
57.06 (14.53)*** 
 
75.72 (13.64) 
68.73 (16.21) *** 
 
72.09 (11.05) 
63.82 (11.71) *** 
 
95.71 (9.19) 
85.53 (11.64) *** 
 
0.75 (0.11) 
0.63 (0.11) *** 
Memory decline 
No  
Yes 
 
128 
204 
 
56.16 (10.12 
48.22 (11.98)*** 
 
69.35 (13.04) 
55.96 (13.86)*** 
 
75.13 (16.36) 
68.26 (14.81)*** 
 
74.19 (10.30) 
61.72 (10.69)*** 
 
95.87 (9.42) 
84.36 (11.19)*** 
 
0.73 (0.12) 
0.63 (0.12)*** 
Visual impairment 
No  
Yes 
 
142 
191 
 
53.89 (11.63) 
49.50 (11.71)** 
 
64.89 (13.87) 
58.49 (15.24)*** 
 
72.35 (14.56) 
70.10 (16.50)*** 
 
69.36 (11.94) 
64.34 (11.78)*** 
 
91.78 (10.94) 
86.66 (12.06)*** 
 
0.70 (0.12) 
0.64 (0.12)*** 
Fatigue 
No  
Yes 
 
163 
170 
 
55.90 (9.91) 
47.03 (12.13)*** 
 
67.25 (13.33) 
55.49 (14.29)*** 
 
74.74 (15.84) 
67.71 (14.77)*** 
 
71.40 (11.32) 
61.87 (11.05)*** 
 
94.12 (9.79) 
83.85 (11.63)*** 
 
0.74 (0.11) 
0.60 (0.10)*** 
Depression 
No  
Yes 
 
179 
155 
 
55.69 (11.09) 
46.29 (10.83)*** 
 
68.23 (12.96) 
53.06 (12.96)*** 
 
74.04 (15.04) 
67.44 (15.89)*** 
 
70.96 (11.80) 
61.32 (10.35)*** 
 
94.18 (10.36) 
82.63 (10.51)*** 
 
0.72 (0.12) 
0.61 (0.11)*** 
Mobility impairment 
No  
Yes 
 
182 
153 
 
56.76 (10.03) 
44.95 (10.76)*** 
 
67.24 (14.26) 
54.00 (12.45)*** 
 
76.65 (13.54) 
64.29 (15.59)*** 
 
71.00 (12.14) 
61.17 (9.73)*** 
 
94.69 (10.07) 
81.88 (10.00)*** 
 
0.73 (0.11) 
0.59 (0.10)*** 
Insomnia 
No  
Yes 
 
193 
142 
 
55.39 (11.34) 
45.89 (10.43)*** 
 
66.44 (13.36) 
54.06 (14.03)*** 
 
74.83 (15.11) 
65.80 (15.14)*** 
 
70.61 (11.80) 
60.94 (10.20)*** 
 
93.47 (10.60) 
82.54 (10.62)*** 
 
0.70 (0.12) 
0.62 (0.12)*** 
Note: SD=Standard deviation; BP=Blood pressure; QOL=Quality of life; HRQOL=Health-related quality of life; **p-value<0.01; *** p-value<0.001 
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Table 6.3 Bivariate association between individual health problems, QOL, and HRQOL (continued…) 
Health problems Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social  
relationships QOL 
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
High BP 
No  
Yes 
 
121 
135 
 
51.52 (12.05) 
50.48(11.47) 
 
62.88 (15.54) 
58.11 (14.14)* 
 
70.98 (15.68) 
70.74 (15.74) 
 
66.50 (12.04) 
66.76 (12.04) 
 
89.51 (12.07) 
87.59 (11.59) 
 
0.69 (0.13) 
0.64 (0.11)** 
Diabetes 
No 
Yes 
 
231 
34 
 
51.90 (11.58) 
51.09 (11.42) 
 
61.76 (15.05) 
58.91 (14.73) 
 
71.75 (15.99) 
71.09 (14.57) 
 
67.91 (12.53) 
64.41 (11.31) 
 
89.79 (11.88) 
86.79 (11.52) 
 
0.68 (0.13) 
0.64 (0.10) 
Pulmonary disease 
No  
Yes 
 
210 
123 
 
55.18 (10.86) 
44.41 (9.96) *** 
 
65.27 (14.99) 
54.11 (12.17) *** 
 
76.01 (13.75) 
62.59 (15.44) *** 
 
69.23 (12.26) 
61.98 (10.50)*** 
 
92.96 (10.93) 
81.68 (10.02)*** 
 
0.71 (0.12) 
0.60 (0.10)*** 
Hearing impairment 
No  
Yes 
 
248 
85 
 
53.94 (11.41) 
43.94 (9.96)*** 
 
64.23 (14.55) 
52.53 (12.75)*** 
 
72.92 (15.80) 
65.68 (14.28)*** 
 
68.83 (12.06) 
59.68 (9.47)*** 
 
91.65 (11.08) 
80.72 (10.30)*** 
 
0.70 (0.12) 
0.59 (0.11)*** 
Joint diseases 
No  
Yes 
 
133 
201 
 
55.34 (9.83) 
48.65 (12.40)*** 
 
67.86 (13.19) 
56.69 (14.42) *** 
 
74.71 (14.59) 
68.44 (15.98)*** 
 
69.36 (11.83) 
64.55 (11.95)*** 
 
93.74 (9.97) 
85.51 (11.91)*** 
 
0.73 (0.12) 
0.63 (0.11)*** 
Gout 
No  
Yes 
 
275 
54 
 
52.91 (10.97) 
42.33 (11.18)*** 
 
62.74 (14.76) 
52.93 (13.44)*** 
 
72.35 (15.70) 
64.06 (14.48)*** 
 
67.80 (11.83) 
59.81 (11.46)*** 
 
90.54 (11.13) 
79.69 (11.60)*** 
 
0.69 (0.12) 
0.58 (0.10)*** 
Note: SD=Standard deviation; BP=Blood pressure; QOL=Quality of life; HRQOL=Health-related Quality of life; *p-value<0.05; **p-value<0.01; *** p-value<0.001 
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HRQOL (p-value<0.001). Post hoc tests indicated significant difference in the mean 
scores of the overall QOL and its domains, and HRQOL.  
For instance, respondents with the highest total health problems (i.e. 12-15 
different health problems)  significantly reported the lowest mean scores in the 
overall QOL, physical, psychological, social relationships, and environmental 
domains of QOL, and HRQOL compared to the respondents with the lowest total 
health problems (i.e., 0-2 different health problems). In general, there was a 
significant drop in the mean scores of the overall QOL and its domains with an 
increase in the total health problems.  
Use of medication due to health problems was also linked with overall QOL (p-
value<0.01), the environmental domain of QOL (p-value <0.05), the psychological 
domain of QOL, and HRQOL (p-value <0.001). However, medication use was not 
found to be related to the physical (p-value=0.198) and social relationships (p-
value=0.159) domains of QOL. Compared to people not currently on medication, 
those on medication due to health problems had lower mean scores in the overall 
QOL, psychological and environmental domains of QOL, and HRQOL.  
6.3 Relationship Between Specific Health Problems, QOL, and HRQOL  
Table 6.3 presents the relationship between individual (specific) health problems 
and the dependent variables. Except for diabetes, specific health problems such as 
back pain, memory decline, visual and hearing impairment, fatigue, depression, 
mobility impairment, insomnia, lung and joint diseases were significantly associated 
with overall QOL, and HRQOL (p-value<0.05). Significantly lower mean scores in the 
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overall QOL and HRQOL were reported among elderly people suffering from some 
form of specific health problems.  
6.4 Adverse Childhood Experiences and Multiple Health Problems 
Univariate logistic regression was conducted to determine the relationship between 
ACEs and the various health problems. Table 6.4 displays the prevalence and the 
relative odds of health problems by number of ACEs. Compared to people with 0-2 
ACEs, those with 7-11 ACEs had higher odds of reporting pulmonary disease by 2.15 
(95%CI:1.03-4.49), high blood pressure (OR=3.21, 95%CI:1.39-7.38), diabetes 
(OR=5.12, 95%CI:1.06-24.72), gout (OR=2.83, 95%CI:1.09-7.33), visual impairment 
(OR=2.38, 95%CI:1.16-4.85), depression (OR=3.62, 95%CI:1.74-7.55), insomnia 
(OR=2.35, 95%CI:1.11-4.98), and memory decline (OR=2.30, 95%CI:1.10-4.78).  
6.5 Cumulative Adverse Childhood Experiences, QOL, and HRQOL  
Table 6.5 displays the relationships between the cumulative ACEs, overall QOL, 
domains of the QOL, and HRQOL. Cumulative “Bhutan-specific” ACEs were 
significantly correlated with the overall QOL (p-value <0.001) and HRQOL (p-
value<0.05). A significant association was also observed between cumulative 
“Bhutan-specific” ACEs and the physical, psychological, environment-related (p-
value<0.01), and social relationships (p-value<0.05) domains of QOL. Post hoc tests 
with Tukey’s HSD and Games-Howell revealed that the mean scores of the overall 
QOL, the QOL domains, and HRQOL were significant at different levels of “Bhutan-
specific” ACEs. For example, significantly higher mean scores in the overall QOL,  
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Table 6.4: Prevalence and adjusted relative odds of specific disease by number of ACEs  
Specific Health 
Problems 
Prevalence (%) 
OR (95%CI) 
Number of Adverse Childhood Experiences 
0-2 (n=60) 3 (n=57) 4 (n=63) 5-6 (n=86) 7-11 (n=71) 
Back pain Prevalence (%) 
OR (95%CI) 
18.1 
1.0 (Referent) 
15.9 
0.71 (0.33-1.55) 
19.5 
0.96 (0.44-2.10) 
25.2 
0.82 (0.40-1.68) 
21.2 
0.87 (0.41-1.84) 
Pulmonary disease Prevalence (%) 
OR (95%CI) 
13.8 
1.0 (Referent) 
14.6 
1.11 (0.50-2.46) 
18.7 
1.39 (0.65-2.98) 
26.0 
1.46 (0.71-2.98) 
26.8 
2.15* (1.03-4.49) 
Heart disease Prevalence (%) 
OR (95%CI) 
18.8 
1.0 (Referent) 
25.0 
1.24 (0.26-5.89) 
12.5 
0.67 (0.11-4.21) 
12.5 
0.44 (0.7-2.76) 
31.3 
1.55 (0.35-6.91) 
High BP Prevalence (%) 
OR (95%CI) 
14.1 
1.0 (Referent) 
17.0 
1.21 (0.53-2.76) 
16.3 
1.11 (0.49-2.54) 
23.7 
1.45 (0.67-3.17) 
28.9 
3.21** (1.39-7.38) 
Stroke Prevalence (%) 
OR (95%CI) 
50.0 
1.0 (Referent) 
16.7 
0.28 (0.03-2.81) 
16.7 
0.31 (0.03-3.05) 
0 
0.00 
16.7 
0.26 (0.3-2.56) 
Diabetes Prevalence (%) 
OR (95%CI) 
5.9 
1.0 (Referent) 
17.6 
2.93 (0.56-15.33) 
11.8 
1.96 (0.34-11.23) 
35.3 
4.89* (1.04-23.01) 
29.4 
5.12* (1.06-24.72) 
Gout Prevalence (%) 
OR (95%CI) 
13.0 
1.0 (Referent) 
7.4 
0.54 (0.15-1.95) 
22.2 
1.71 (0.62-4.71) 
22.2 
1.16 (0.43-3.15) 
35.2 
2.83* (1.09-7.33) 
Joint disease Prevalence (%) 
OR (95%CI) 
15.4 
1.0 (Referent) 
15.9 
1.12 (0.54-2.32) 
20.9 
1.74 (0.84-3.63) 
25.4 
1.27 (0.65-2.49) 
22.4 
1.57 (0.77-3.19) 
Visual impairment Prevalence (%) 
OR (95%CI) 
13.1 
1.0 (Referent) 
15.7 
1.53 (0.73-3.19) 
18.8 
1.76 (0.86-3.62) 
28.8 
2.34* (1.19-4.63) 
23.6 
2.38* (1.16-4.85) 
Hearing impairment Prevalence (%) 
OR (95%CI) 
15.3 
1.0 (Referent) 
9.4 
0.57 (0.21-1.49) 
23.5 
1.65 (0.73-3.72) 
23.5 
1.05 (0.47-2.32) 
28.2 
1.81 (0.82-3.98) 
Stomach ulcers Prevalence (%) 
OR (95%CI) 
18.3 
1.0 (Referent) 
19.7 
1.17 (0.48-2.83) 
19.7 
0.95 (0.40-2.28) 
26.8 
0.85 (0.38-1.92) 
15.5 
0.56 (0.23-1.39) 
Note: n=Number of participants; *p-value <0.05; **p-value <0.01; BP=Blood Pressure; OR=Odds ratio 
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Table 6.4: Prevalence and adjusted relative odds of specific disease by number of ACEs (continued …) 
Specific Health 
Problems 
Prevalence (%) 
OR (95%CI) 
Number of Adverse Childhood Experiences 
0-2 (n=60) 3 (n=57) 4 (n=63) 5-6 (n=86) 7-11 (n=71) 
Liver disease/ Hepatitis Prevalence (%) 
OR (95%CI) 
16.7 
1.0 (Referent) 
16.7 
1.06 (0.14-7.99) 
33.3 
2.13 (0.36-12.41) 
33.3 
1.05 (0.18-6.00) 
0 
0.00  
Skin Prevalence (%) 
OR (95%CI) 
15.4 
1.0 (Referent) 
15.4 
1.02 (0.24-4.29) 
11.5 
0.68 (0.15-3.15) 
15.4 
0.66 (0.16-2.75) 
42.3 
2.48 (0.74-8.23) 
Fatigue Prevalence (%) 
OR (95%CI) 
15.3 
1.0 (Referent) 
12.9 
0.77 (0.37-1.63) 
17.6 
1.05 (0.56-2.37) 
28.2 
1.60 (0.82-3.13) 
25.9 
2.01 (0.99-1.06) 
Mobility impairment Prevalence (%) 
OR (95%CI) 
17.6 
1.0 (Referent) 
13.7 
0.67 (0.32-1.41) 
20.9 
1.19 (0.58-2.42) 
24.2 
0.87 (0.44-1.69) 
23.5 
1.18 (0.59-2.37) 
Musculoskeletal  Prevalence (%) 
OR (95%CI) 
21.7 
1.0 (Referent) 
6.5 
0.266 (0.07-1.03) 
19.6 
0.78 (0.29-2.09) 
26.1 
0.76 (0.31-1.90) 
26.1 
0.96 (0.38-2.41) 
Depression Prevalence (%) 
OR (95%CI) 
11.6 
1.0 (Referent) 
15.5 
1.67 (0.77-3.59) 
16.1 
1.46 (0.69-3.10) 
28.4 
2.33* (1.16-4.68) 
28.4 
3.62** (1.74-7.55) 
Insomnia Prevalence (%) 
OR (95%CI) 
10.6 
1.0 (Referent) 
12.7 
1.32 (0.59-2.98) 
17.6 
1.89 (0.87-4.09) 
36.6 
4.38*** (2.11-9.09) 
22.5 
2.35* (1.11-4.98) 
Memory decline Prevalence (%) 
OR (95%CI) 
14.7 
1.0 (Referent) 
12.3 
0.73 (0.35-1.52) 
20.1 
1.68 (0.81-3.49) 
27.9 
1.83 (0.92-3.65) 
25.0 
2.30* (1.10-4.78) 
Note: n=Number of participants; *p-value <0.05; **p-value <0.01; ***p-value <0.001; BP=Blood Pressure; OR=Odds ratio 
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Table 6.5: Bivariate association between cumulative ACEs with QOL and HRQOL 
Adverse childhood 
experiences  
Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL  
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
ACEs including “Bhutan-
specific” ACEs 
a0-2 
 b3 
  4 
  5-6 
  7-11 
 
 
60 
57 
63 
86 
71 
 
 
51.35 (10.67) 
54.91 (13.46) 
49.10 (10.37) 
51.91 (10.55) 
49.93 (13.74) 
 
 
64.65 (14.79) 
62.49 (16.61) 
60.44 (13.70) 
61.63 (13.98) 
57.85 (15.70) 
 
 
73.53 (16.10) 
72.26 (17.93) 
71.40 (14.50) 
68.62 (14.40) 
70.96 (15.60) 
 
 
69.92 (13.46) 
70.00 (11.93) 
66.56 (11.57) 
65.19 (10.52) 
62.82 (12.38)ab 
 
 
91.58 (12.08) 
91.35 (12.97) 
88.14 (11.22) 
88.57 (10.50) 
85.82 (12.48)a 
 
 
0.67 (0.13) 
0.68 (0.12) 
0.66 (0.13) 
0.68 (0.12 
0.65 (0.13) 
p-value  0.103 0.117 0.423 0.002** 0.031* 0.635 
“Bhutan-specific” ACEs 
a0-1 
b2 
  3 
 
95 
99 
143 
 
55.17 (11.52) 
53.80 (10.98) 
47.17 (11.47)ab 
 
66.17 (15.56) 
63.57 (13.58) 
56.48 (14.19)ab 
 
74.02 (16.64) 
73.44 (16.91) 
67.59 (13.69)ab 
 
71.38 (12.75) 
67.28 (12.10) 
62.95 (10.56)ab 
 
93.59 (11.61) 
91.15 (11.29) 
84.27 (10.87)ab 
 
0.69 (0.14) 
0.68 (0.13) 
0.65 (0.12)a 
p-value  0.000*** 0.000*** 0.002** 0.000*** 0.000*** 0.015* 
Note: *p-value <0.05; **p-value <0.01; ***p-value <0.001; SD=Standard deviation; QOL=quality of life; HRQOL=Health-related quality of life;  
           ACE=Adverse childhood experiences; 
  ab
Tukey’s HSD and Games-Howell post hoc test significant at p-value<0.05 
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QOL domains, and HRQOL were reported among participants who experienced 
none to one “Bhutan-specific” ACEs compared to those with three “Bhutan-specific” 
ACEs.   
When “Bhutan-specific” ACEs items were added to the other general forms of ACEs, 
significant relationship was only found between overall QOL and the environmental-
related QOL (p-value<0.01). Post hoc testing with Tukey’s HSD indicated people 
with 7-11 ACEs reported lower mean scores in the overall QOL (M=85.82, SD=12.48) 
and the environmental domain of the QOL (M=62.82, SD=12.38) compared to 
people with none to at least two ACEs. In general, the mean scores of the overall 
QOL and its domains, and HRQOL was found to significantly decreased with 
increased ACE loads in particular with “Bhutan-specific” ACEs.    
6.6 Relationship Between Stressful Life Events and Specific Health Problems  
Table 6.6 shows the prevalence and the relative odds of health problems by number 
of SLEs. Health conditions such as frequent back pain, pulmonary disease, diabetes, 
gout, joint disease, visual and hearing impairment, fatigue, mobility impairment, 
depression, insomnia, and memory decline are significantly associated with SLEs. 
When compared to respondents with 1-5 SLEs, respondents with 8-14 SLEs had the 
higher odds of reporting frequent back pain (OR=3.15, 95%CI: 1.81-5.48), 
pulmonary disease (OR=5.15, 95%CI: 2.69-9.87), gout (OR=2.95, 95%CI: 1.24-7.00), 
joint disease (OR=2.80, 95%CI: 1.63-4.82), visual (OR=1.71, 95%CI: 1.00-2.91) and 
hearing impairment (OR=4.06, 95%CI: 1.94-8.47), fatigue (OR=2.28, 95%CI: 1.33-
3.89), mobility impairment (OR=4.88, 95%CI: 2.73-8.71), depression (OR=5.54,  
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Table 6.6: Prevalence and adjusted relative odds of specific disease by SLEs 
Specific Health 
Problems 
Prevalence (%) 
OR (95%CI) 
Number of Stressful Life Events 
1-5 (n=89) 6-7 (n=89) 8-14 (n=159) 
Back pain Prevalence (%) 
OR (95%CI) 
19.0 
1.0 (Ref.) 
27.9 
2.48*(1.33-4.61) 
53.1 
3.15*** (1.81-5.48) 
Pulmonary 
disease 
Prevalence (%) 
OR (95%CI) 
11.4 
1.0 (Ref.) 
24.4 
2.74*(1.33-5.65) 
64.2 
5.15*** (2.69-9.87) 
Heart disease Prevalence (%) 
OR (95%CI) 
18.8 
1.0 (Ref.) 
25.0 
1.36(0.29-6.33) 
56.3 
1.64 (0.43-6.30) 
High BP Prevalence (%) 
OR (95%CI) 
23.0 
1.0 (Ref.) 
20.7 
0.75(0.37-1.52) 
56.3 
1.34 (0.73-2.46) 
Stroke Prevalence (%) 
OR (95%CI) 
16.7 
1.0 (Ref.) 
33.3 
2.00(0.18-22.54) 
50.0 
1.72 (0.18-16.88) 
Diabetes Prevalence (%) 
OR (95%CI) 
26.5 
1.0 (Ref.) 
5.9 
0.19 (0.04-0.91) 
67.6 
1.31 (0.57-3.03) 
Gout Prevalence (%) 
OR (95%CI) 
13.0 
1.0 (Ref.) 
27.8 
2.41(0.93-6.26) 
59.3 
2.95* (1.24-7.00) 
Joint disease Prevalence (%) 
OR (95%CI) 
19.9 
1.0 (Ref.) 
24.4 
1.48(0.81-2.68) 
55.7 
2.80*** (1.63-4.82) 
Visual 
impairment 
Prevalence (%) 
OR (95%CI) 
23.0 
1.0 (Ref.) 
23.6 
1.00(0.55-1.81) 
53.4 
1.71* (1.00-2.91) 
Hearing 
impairment 
Prevalence (%) 
OR (95%CI) 
11.8 
1.0 (Ref.) 
23.5 
2.20(0.96-5.03) 
64.7 
4.06*** (1.94-8.47) 
Stomach ulcers Prevalence (%) 
OR (95%CI) 
19.7 
1.0 (Ref.) 
28.2 
1.41(0.65-3.03) 
52.1 
1.50 (0.75-2.99) 
Liver disease/ 
Hepatitis 
Prevalence (%) 
OR (95%CI) 
33.3 
1.0 (Ref.) 
33.3 
1.04(0.25-4.34) 
33.3 
0.57 (0.14-2.38) 
Skin problems Prevalence (%) 
OR (95%CI) 
19.2 
1.0 (Ref.) 
34.6 
1.85(0.59-5.75) 
46.2 
1.34 (0.46-3.93) 
Fatigue Prevalence (%) 
OR (95%CI) 
20.6 
1.0 (Ref.) 
23.5 
1.21(0.67-2.21) 
55.9 
2.28** (1.33-3.89) 
Kidney disease Prevalence (%) 
OR (95%CI) 
33.3 
1.0 (Ref.) 
16.7 
0.47(0.04-5.31) 
50.0 
0.79 (0.13-4.88) 
Mobility 
impairment 
Prevalence (%) 
OR (95%CI) 
14.4 
1.0 (Ref.) 
20.9 
1.66(0.87-3.17) 
64.7 
4.88*** (2.73-8.71) 
Musculoskeletal  Prevalence (%) 
OR (95%CI) 
23.9 
1.0 (Ref.) 
21.7 
0.85(0.34-2.12) 
54.3 
1.26 (0.59-2.69) 
Depression Prevalence (%) 
OR (95%CI) 
13.5 
1.0 (Ref.) 
20.6 
1.74(0.90-3.35) 
65.8 
5.54*** (3.07-9.98) 
Insomnia Prevalence (%) 
OR (95%CI) 
16.2 
1.0 (Ref.) 
20.4 
1.35(0.70-2.58) 
63.4 
3.63*** (2.05-6.42) 
Memory decline Prevalence (%) 
OR (95%CI) 
22.1 
1.0 (Ref.) 
23.0 
1.00(0.55-1.80) 
54.9 
2.16** (1.25-3.74) 
Note: n=Number of participants;*p-value <0.05; **p-value <0.01; ***p-value <0.001; BP=Blood 
Pressure; OR=Odds ratio 
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95%CI: 3.07-9.98), insomnia (OR=3.63, 95%CI: 2.05-6.42), or memory decline 
(OR=2.16, 95%CI: 1.25-3.74). 
6.7 Relationship Between Stressful Life Events, QOL, and HRQOL  
As evident in Table 6.7, cumulative distal SLEs were significantly associated with 
overall QOL (F=13.671, p-value<0.001), the physical (F=10.095, p-value<0.001), 
psychological (F=13.821, p-value<0.001), social relationships (F=5.753, p-
value<0.01), and environmental domains of QOL (F=7.157, p-value<0.001), and 
HRQOL (F=10.001, p-value<0.001). Likewise, statistically significant relationships 
were found between proximal SLEs and overall QOL (F=14.815, p-value<0.001), and 
the physical (F=8.917, p-value<0.001), psychological (F=10.001, p-value<0.001), 
social relationships (F=9.543, p-value<0.001), and environmental domains of QOL 
(F=9.831, p-value <0.001), and HRQOL (F=9.225, p-value<0.001).   
Post hoc tests with Tukey’s HSD and Games-Howell exhibited significant difference 
in the mean scores of the overall QOL and its domains, and HRQOL at different 
levels of the distal SLEs.  For instance, compared to respondents with 1-5 distal SLEs, 
older adults with 10.14 distal SLEs reported significantly lower mean scores in the 
overall QOL, physical, psychological, social relationships, environmental-related 
QOL, and HRQOL.  
Similarly, differences in the means scores of the overall QOL, physical, 
psychological, social relationship, and the environmental related QOL, and HRQOL 
were also observed at different levels of proximal SLEs through the post hoc tests. 
For example, compared to respondents with no experience of proximal SLEs, those 
elderly participants with 2-5 proximal SLEs significantly reported lower mean scores  
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Table 6.7: Bivariate association between cumulative Stressful Life Events, QOL, Wellbeing, and HRQOL 
Stressful life 
events  
Sample 
size 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL  
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) 
Distal SLEs 
a1-5 
b6-7 
c8-9 
  10-14 
 
88 
90 
97 
62 
 
53.08 (11.53) 
55.46 (12.14) 
49.56 (11.16)b 
45.87 (10.58)ab 
 
64.50 (14.05) 
66.47 (13.70) 
59.07 (15.60)ab 
52.71 (12.74)abc 
 
73.75 (16.27) 
74.10 (15.82) 
70.13 (14.71) 
64.61 (14.91)ab 
 
69.30 (12.90) 
69.19 (12.64) 
64.30 (11.54)ab 
62.61 (9.40)ab 
 
91.78 (11.49) 
92.89 (11.47) 
86.80 (11.74)ab 
82.39 (9.88)ab 
 
0.72 (0.13) 
0.68 (0.12) 
0.64 (0.11)a 
0.62 (0.12)ab 
p-value  0.000*** 0.000*** 0.001** 0.000*** 0.000*** 0.000*** 
SLEs (past year) 
a0  
  1 
  2-5 
 
140 
130 
67 
 
54.30 (10.23) 
50.52 (11.50)a 
46.91 (14.13)a 
 
65.29 (14.41) 
59.55 (14.33)a 
56.34 (15.50)a 
 
75.01 (14.48) 
69.61 (16.60)a 
65.93 (15.00)a 
 
69.79 (12.14) 
65.24 (11.89)a 
62.57 (11.09)a 
 
92.57 (10.67) 
87.65 (11.81)a 
83.73 (12.25)a 
 
0.70 (0.13) 
0.66 (0.13)a 
0.62 (0.11)a 
p-value  0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
Note: **p-value<0.01; ***p-value<0.001; SD=Standard deviation; SLEs=Stressful life events; QOL=Quality of life; HRQOL=Health-related quality of life 
abc
Tukey’s HSD and Games-Howell post hoc test at significance level of 0.05 
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in the overall QOL, physical, psychological, social relationships, environmental- 
related QOL, and HRQOL. In general, when SLE loads increased, there tended to be 
significant decrease in the QOL scores, and HRQOL.  
6.8 Bivariate Correlations Between Psychological Distress, Spirituality, and Social 
Connectedness with QOL, and HRQOL 
Independent variables such as psychological distress, spirituality, and social 
connectedness were measured on continuous scales. Therefore, bivariate correlation 
was analysed to investigate the relationships between these variables and measures 
of QOL and HRQOL (see Table 6.8).   
Psychological distress was significantly and negatively correlated with the overall 
QOL, across the domains of QOL, and HRQOL (p-value<0.001). The strength of the 
correlation for the psychological distress was medium with physical (r=-0.32), small 
with social relationships (r=-0.25), and large with the psychological and 
environmental domains of the QOL (r=-0.56 &-0.50, respectively). Psychological 
distress was moderately correlated with the HRQOL (r=-0.48).  
Likewise, a significant and negative correlation was observed between physical, 
psychological, and social relationships domains of the QOL, overall QOL, and 
spirituality (p-value <0.001). The strength of the relationships was, however, small 
(Pearson’s coefficients ranging between 0.10-0.29). There was no evidence to 
indicate a significant relationship between spirituality and the environmental domain 
of the QOL (p-value=0.650). Spirituality was not found to be associated with HRQOL 
(p-value=0.094) in this study. 
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Finally, social connectedness was positively related with all the domains of the QOL, 
overall QOL, and HRQOL (p-value <0.001). While the magnitude of the relationship 
between social connectedness and the psychological, social relationships, and 
environmental domains, overall QOL and HRQOL was moderate (Pearson’s 
coefficients ranging between 0.30-0.49), the strength of the relationship with the 
physical domain of QOL was small (r<0.30).   
6.9 Correlations Between QOL, QOL Domains, General Health Satisfaction, and 
HRQOL  
Table 6.9 shows the correlation matrix between the facets and the domains of QOL, 
wellbeing and HRQOL. The domains of QOL, wellbeing, and HRQOL are significantly 
and positively correlated with overall QOL (p-value<0.001). The magnitude of the 
correlation ranged from medium to large (Pearson’s coefficients 0.44-0.70). Likewise, 
overall QOL and the domains of the QOL were significantly and positively linked to 
wellbeing (p-value <0.001) with medium to large magnitudes of correlation (r=0.30 to 
0.54). Finally, a positive and significant correlation was also established between the 
overall QOL, across the domains of QOL, and wellbeing with HRQOL (p-value <0.001). 
The strength of their correlations ranged from small to large (r=0.28-0.54).   
Section 2 
This section investigates the possible predictors of the overall QOL, and HRQOL. 
As highlighted in Chapter 3, for a multiple regression to be a valid test, the following 
assumptions were tested and fulfilled: 
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Table 6.8: Bivariate correlation between psychological distress, spirituality, social connectedness, QOL, Wellbeing, and HRQOL 
Independent variables Sample size 
(n) 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL  
Environmental-
related QOL 
Overall  
QOL 
HRQOL 
 
Psychological distress (r) 337 -0.332 -0.558 -0.245 -0.503 -0.531 -0.475 
p-value  0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
Spirituality (r) 337 -0.270 -0.199 -0.226 0.025 -0.222 -0.091 
p-value  0.000*** 0.000*** 0.000*** 0.650 0.000*** 0.094 
Social connectedness (r) 337 0.230 0.399 0.485 0.412 0.450 0.305 
p-value  0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
Note: n=number of participants; r=Pearson’s correlation coefficient; ***p-value<0.001; QOL=Quality of life; HRQOL=Health-related quality of life 
 
Table 6.9: Inter-correlation between QOL, general health satisfaction, wellbeing, and HRQOL 
 Sample size (n) 1 2 3 4 5 6 7 8 
1. Overall QOL (r) 337 1 0.695 0.599 0.709 0.472 0.597 0.445 0.455 
p-value   0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
2. General health satisfaction (r) 337  1 0.541 0.670 0.357 0.450 0.341 0.535 
p-value    0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
3. Physical QOL  (r) 337   1 0.678 0.399 0.511 0.377 0.456 
p-value     0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
4. Psychological QOL (r) 337    1 0.499 0.653 0.545 0.541 
p-value      0.000*** 0.000*** 0.000*** 0.000*** 
5. Social relationships QOL (r) 337     1 0.447 0.306 0.286 
p-value       0.000*** 0.000*** 0.000*** 
6. Environmental-related QOL (r) 337      1 0.473 0.397 
p-value        0.000*** 0.000*** 
7. Wellbeing (r) 337       1 0.458 
p-value         0.000*** 
8. HRQOL (r) 337        1 
Note: ***p-value<0.001; n=Number of participants; QOL=Quality of life; HRQOL=Health-related quality of life 
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1. Independence of errors (residuals);  
2. Linear relationship between the predictors and the dependent variables;  
3. Homoscedasticity of residuals (equal error variances);   
4. No multicollinearity;  
5. No significant outliers or influential points;  
6. The normal distribution of the errors (residuals). 
6.10 Correlates of the Overall Quality of Life  
A multiple regression with forward method was conducted to determine what are 
the correlates significantly associated with overall QOL (as measured by WHOQOL-
BREF). Model specification was based on the results of the bivariate analysis in 
section 1 of this chapter. The final model contained twelve correlates, namely total 
health problems, psychological distress, spirituality, social connectedness and socio-
demographic variables.  
The results of the standard multiple regression analysis indicated that the final model 
as a whole accounted for 64% of variance in QOL, R2=0.66, adjusted R2=0.64, 
F(12,324)=51.55, p-value<0.001. This is a large effect according to Cohen (1988). All 
the four correlates were statistically significant and independently linked to overall 
QOL after adjusting for socio-demographic characteristics.  
Total health problems recorded the highest beta value (β=-0.31, p-value<0.001), 
followed by psychological distress (β=-0.28, p-value<0.001), and social connectedness 
(β=0.25, p-value<0.001). The correlates for each domain of QOL can be found in 
Appendix L (Tables 7-10). 
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Table 6.10: Multiple regression analysis of the overall QOL (n=337) 
Note:  
*p-value <0.05; **p-value<0.01; ***p-value<0.001; B=unstandardized regression coefficient; 
SEB=Standard error of the coefficient; β=standard coefficient; VIF=Variance inflation factors 
 
6.11 Correlates of Health-Related Quality of Life  
A multiple linear regression with forward method was attempted to investigate the 
correlates for HRQOL. Socio-demographic characteristics were controlled. The final 
model contained five correlates, namely self-reported general health conditions, 
Variables B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age -0.002 0.054 -0.001 -0.040 0.968 1.196 
Gender -0.393 0.853 -0.016 -0.460 0.645 1.196 
Marital status 1.558 0.450 0.125 3.458 0.001** 1.223 
Relationship with 
children 
-0.021 0.550 -0.001 -0.039 0.969 1.222 
Place of childhood 
days 
1.965 1.235 0.059 1.591 0.112 1.291 
Education level 0.722 0.368 0.072 1.964 0.050* 1.257 
Languages 1.452 0.576 0.095 2.519 0.012* 1.335 
Employment status -3.508 0.500 -0.271 -7.012 0.000*** 1.409 
Correlates       
Total health problems -1.008 0.143 -0.311 -7.063 0.000*** 1.824 
Psychological distress -0.576 0.086 -0.276 -6.672 0.000*** 1.610 
Spirituality -1.386 0.351 -0.144 -3.952 0.000*** 1.253 
Social connectedness 0.978 0.149 0.253 6.564 0.000*** 1.399 
Constant  102.029 7.085  14.401 0.000***  
                Model Model 1 Model 2 Model 4 Model 4 Final Model 5 
                R2 Change 0.31 0.53 0.60 0.64 0.66  
                Adjusted R2 0.30 0.52 0.59 0.63 0.64  
 F(8,328) 
=18.59 
F(9,327) 
=41.48 
F(10,326) 
=48.92 
F(11,325) 
=52.46 
F(12,324) 
=51.55 
 
                p-value 0.000*** 0.000*** 0.000*** 0.000*** 0.000***  
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inability to walk around, total health problems, psychological distress, and “Bhutan-
specific” ACEs after controlling for socio-demographic variables. The results of the  
Table 6.11: Multiple regression analysis of the HRQOL (n=336) 
Note: 
*p-value <0.05; **p-value <0.01; ***p-value <0.001; B=unstandardized regression coefficient; 
SEB=Standard error of the coefficient; β=standard coefficient; VIF=Variance inflation factors 
total health problems recorded the highest beta value (β=-0.35, p-value<0.001),  
Predictors B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age -0.003 0.001 -0.174 -5.405 0.000*** 1.152 
Gender 0.001 0.008 0.004 0.134 0.893 1.242 
Marital status -0.004 0.004 -0.030 -0.917 0.360 1.174 
Relationship with 
children 
0.006 0.005 0.037 1.173 0.242 1.127 
Religion 0.025 0.010 0.080 2.554 0.011* 1.077 
Place of childhood 
days 
0.017 0.013 0.049 1.399 0.163 1.385 
Education level 0.007 0.004 0.063 1.877 0.061 1.233 
Languages 0.006 0.006 0.039 1.113 0.267 1.333 
Employment status -0.004 0.005 -0.029 -0.822 0.412 1.419 
Correlates       
Self-report general 
health  
0.042 0.005 0.330 8.353 0.000*** 1.733 
Ability to walk around 0.017 0.004 0.167 4.843 0.000*** 1.324 
Total health problems -0.012 0.002 -0.345 -7.574 0.000*** 2.295 
Psychological distress -0.003 0.001 -0.116 -3.097 0.002** 1.559 
“Bhutan-specific" 
ACEs 
0.012 0.004 0.098 2.811 0.005** 1.355 
Constant  0.678 0.065  10.449 0.000***  
                Model  Model 1 Model 2 Model 3 Model 4 Model 5 Model 6 
                R2 Change 0.28 0.58 0.67 0.69 0.70 0.71 
                Adjusted R2 0.26 0.57 0.66 0.68 0.69 0.70 
 F(9,326) 
=14.30 
F(10,325) 
=45.61 
F(11,324) 
=61.02 
F(12,323) 
=60.82 
F(13,322) 
=58.72 
F(14,321) 
=56.26 
                p-value 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 0.000*** 
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multiple regression analysis indicated that the model as a whole accounted 70% of 
variance in HRQOL, R2=0.71, adjusted R2=0.70, F(14,321)=56.257, p-value<0.001. This 
is a large effect size according to Cohen (1988). All the five correlates were 
statistically significant and independently liked to HRQOL after adjusting for socio-
demographic characteristics. However, followed by self-reported general health 
conditions (β=-0.33, p-value<0.001).  
Summary 
This chapter has shown that a wide range of demographic characteristics such as 
female gender, poor relationship with children, rural location during childhood, lower 
education, speaking few languages, and unemployment, were significantly correlated 
with low HRQOL. Age, marital status, and religion were not related to the overall 
QOL, but were, however, related to HRQOL. Self-reported general health conditions 
and total health problems were significantly related to QOL. Individual health 
problems such as frequent back pain, memory decline, visual and hearing 
impairment, fatigue, depression, insomnia, diseases of the lung and joints, and 
psychological distress were significantly and negatively correlated with overall QOL, 
and HRQOL. In conjunction with some of the diseases mentioned above (diseases of 
the lung, visual impairment, depression and insomnia, and memory decline), high 
blood pressure, diabetes and gout were significantly linked with ACEs. Cumulative 
“Bhutan-specific” ACEs and proximal and distal cumulative SLEs were also negatively 
correlated with the overall QOL and HRQOL. 
Social connectedness was an important correlate of QOL. In contrast, spirituality was 
negatively related with the overall QOL, however was not linked with HRQOL. Finally, 
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after controlling for socio-demographic characteristics, total health problems and 
psychological health conditions were the common correlates for low overall QOL, and 
HRQOL. 
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CHAPTER 7: BIVARIATE AND MULTIVARIATE ANALYSIS OF SURVEY DATA ON 
WELLBEING  
Introduction 
Chapter 7 presents the bivariate and multivariate analysis of the associations 
between psychological wellbeing and the independent variables. An independent t-
test, one-way ANOVA, and multiple linear regression were performed to test the 
associations between the variables. As reported in chapter 6, multiple linear 
regression was conducted by entering all the variables in bivariate associations with 
wellbeing at p-value less than or equal to 0.1. Adjusted R2 was examined to 
determine explanatory power and the direction of the observed associations.  
The main research question addressed in this chapter is:  
 How do socio-demographic characteristics, adverse life experiences, 
spirituality, physical and mental health conditions, and social connectedness 
correlate with psychological wellbeing? 
7.1 Relationship Between Demographic Characteristics and Wellbeing   
A wide range of socio-demographic characteristics were significantly correlated with 
wellbeing (see Table 7.1).  
Men significantly reported better wellbeing. A statistically significant relationship 
was established between marital status and wellbeing (F=3.361, p-value<0.05). Post 
hoc testing with Tukey’s HSD determined significant difference in the mean scores 
at different levels of marital status. A higher wellbeing mean score was reported 
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among married participants (M=60.13, SD=18.18) compared to never married or 
widowed.  
While total number of living children had no significant association with wellbeing, a 
statistically significant link was observed between wellbeing and total number of 
family members living together (t=2.311, p-value<0.05) and perceived relationship 
with children (t=-3.941, p-value<0.001). Elderly participants who perceived better 
relationships with their children and lived together with no more than five family 
members reported better wellbeing.  
Age of the participants had little influence on wellbeing. However, age of first 
marriage was significantly associated with wellbeing (t=6.396, p-value<0.001). Post 
hoc tests indicated significant differences in the mean scores of wellbeing in 
different categories of age at first marriage. For instance, the higher the age, the 
better the wellbeing score was.   
Psychological wellbeing was significantly linked with rural/urban residence during 
childhood days (t=-3.414, p-value<0.01) and education level (t=-4.298, p-
value<0.001). Elderly people who spent most of the childhood days in urban areas 
and attended some form of schooling reported better wellbeing.  
Ability to speak multiple languages was significantly associated with psychological 
wellbeing (F=5.164, p-value<0.01). Similarly, a significant relationship was observed 
between wellbeing and employment status (Welch F=6.240, p-value<0.01). Post hoc 
tests with Tukey’s HSD and Games-Howell revealed significant differences in the 
mean scores of wellbeing at different levels of language proficiency and the current 
work status. Elderly participants who spoke three to four languages and were  
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Table 7.1: Association between socio-demographic characteristics and wellbeing 
Note:*p-value<0.05; **p-value<0.01; ***p-value<0.001; SD=Standard deviation; Languages: 1) 
Dzongkha; 2) Lhotshamkha; 3) English; and 4) Tshanglalo; 
  ab
Post hoc tests with Tukey’s HSD and 
Games-Howell at significance level of 0.05 
Demographic characteristics 
Sample 
size 
Wellbeing 
p-value 
Mean (SD) 
Age of the participants 
 60-69 years 
 70-79 years 
 ≥ 80 years 
 
143 
132 
62 
 
59.19 (17.21) 
58.21 (19.37) 
54.26 (18.42) 
0.203 
Gender 
Male 
Female 
 
189 
148 
 
61.71 (17.42) 
53.03 (18.38) 
0.000*** 
Marital status 
aMarried 
bNever married 
 Widowed 
 
179 
26 
132 
 
60.13 (18.18) 
56.00 (18.15)a 
52.15 (18.68)ab 
0.036* 
Total number of children alive 
≤ 3 children 
4-5 children 
> 5 children 
 
116 
116 
105 
 
58.28 (19.46) 
57.52 (15.49) 
57.90 (20.04) 
0.947 
Relationships with children (n=331) 
Very good 
Not so good 
 
253 
78 
 
60.00 (18.58) 
50.87 (15.42) 
0.000*** 
Religion 
Buddhist 
Non-Buddhist 
 
304 
33 
 
57.76 (18.28) 
59.15 (19.10) 
0.680 
Place most of the childhood days spent 
Village 
Not in village 
 
298 
39 
 
56.68 (17.93) 
67.18 (18.99) 
0.001** 
Level of education 
No formal schooling 
Some form of schooling  
 
285 
52 
 
55.90 (17.23) 
68.85 (20.43) 
0.000*** 
Language spoken 
aSpeak 1 of 4 languages 
bSpeak 2 of 4 languages 
 Speak 3 to 4 languages 
 
188 
87 
62 
 
56.09 (17.96) 
57.10 (18.93) 
64.52 (17.39)ab 
0.006** 
Employment status 
aEmployed 
  Home maker 
 Unemployed 
 
155 
51 
131 
 
61.68 (22.13) 
55.45 (16.91) 
54.38 (12.13)a 
0.003** 
Household members 
≤ 5 family members  
≥ 6 family members 
 
185 
152 
 
59.98 (18.21) 
55.37 (18.22) 
0.021* 
198 
198 Chapter 7: Bivariate and Multivariate Analysis of Survey Data on Wellbeing 
currently employed reported better psychological wellbeing compared to those 
who spoke one or two languages and were currently unemployed, respectively. 
7.2 Relationship Between the General Health Conditions and Cumulative Health 
Problems and Wellbeing  
As indicated in Table 7.2, a statistically significant association was found between 
psychological wellbeing and both self-reported general health condition (F=42.429, 
p-value<0.001) and total health problems (F=39.341, p-value<0.001). Post hoc tests 
showed significant difference in wellbeing with lower scores of wellbeing recorded 
among elderly who self-rated poor or fair general health conditions compared to 
those who self-rated very good to excellent health conditions. Similarly, older adults 
who reported six or more health complaints significantly reported lower mean 
scores of wellbeing compared to those with none to five different health 
complaints.   
A statistically significant relationship was observed between wellbeing and both 
problems with walking in the past four weeks (t=4.778, p-value<0.001) and 
perceived problems with memory or concentration in the past year (t=2.659, p-
value<0.01). Elderly participants who experienced problems with walking and 
memory/concentration reported lower wellbeing compared to those who reported 
no problem with walking or memory/concentration.  
Use of medication due to health problems was also linked with psychological 
wellbeing (t=3.613, p-value <0.001). Elderly people who were on medication 
reported higher mean scores of wellbeing compared to elderly who weren’t on 
medication in the past month. 
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Table 7.2: Bivariate association between general health conditions and wellbeing  
Health and lifestyle  
Sample 
size 
Wellbeing 
p-value 
Mean (SD) 
Self-report general health condition 
aPoor/fair 
bGood 
 Very good/excellent 
 
158 
106 
73 
 
51.14 (15.60) 
57.89 (18.55)a 
72.55 (14.79)ab 
0.000*** 
Problem with walking in the past four 
weeks  
No  
Yes 
 
 
175 
148 
 
 
61.65 (19.36) 
52.30 (15.80) 
0.000*** 
Problem with memory & 
concentration  
No  
Yes 
 
 
113 
220 
 
 
61.59 (18.55) 
56.00 (17.97) 
0.008** 
Prescribed medication use 
Yes 
No 
 
221 
116 
 
62.79 (18.47) 
55.33 (17.77) 
0.000*** 
Total health problems 
a0-2 
b3-5 
c6-8 
d9-11 
12-15 
 
63 
92 
79 
76 
27 
 
74.03 (13.15) 
61.57 (16.81)a 
52.96 (20.07)ab 
47.79 (13.18)ab 
50.67 (11.31)ab 
0.000*** 
Note:**p-value<0.01; ***p-value<0.001; SD=Standard deviation; QOL=Quality of life; 
HRQOL=Health-related quality of life 
ab
Post hoc tests with Tukey’s HSD and Games-Howell comparing means at significance level of 0.05 
  
7.3 Relationship Between Specific Health Problems and Wellbeing  
Table 7.3 presents the relationships between individual (specific) health problems 
and psychological wellbeing. Apart from diabetes and gout, psychological wellbeing 
was significantly associated with back pain, memory decline, visual and hearing 
impairment, fatigue, depression, mobility impairment, insomnia, and lung diseases 
(p-value<0.001), as well as high blood pressure and disease of the joints (p-
value<0.05). Elderly participants suffering from some of these specific health 
problems significantly reported lower psychological wellbeing.  
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Table 7.3: Bivariate association between specific health problems and wellbeing 
Note: *p-value<0.05; ***p-value<0.001; SD=Standard deviation; BP=Blood pressure 
 
Health problems 
Sample size Wellbeing 
p-value 
Mean (SD) 
Frequent back pain 
No  
Yes 
 
109 
226 
 
66.72 (17.62) 
53.49 (17.11) 
0.000*** 
Memory decline 
No  
Yes 
 
128 
204 
 
65.69 (17.03) 
52.80 (17.40) 
0.000*** 
Visual impairment 
No  
Yes 
 
142 
191 
 
62.79 (17.71) 
54.12 (17.99) 
0.000*** 
Fatigue 
No  
Yes 
 
163 
170 
 
63.66 (18.00) 
52.47 (16.81) 
0.000*** 
Depression 
No  
Yes 
 
179 
155 
 
64.63 (17.83) 
49.83 (15.59) 
0.000*** 
Mobility impairment 
No  
Yes 
 
182 
153 
 
63.78 (18.83) 
50.67 (14.92) 
0.000*** 
Insomnia 
No  
Yes 
 
193 
142 
 
64.06 (17.67) 
49.27 (15.62) 
0.000*** 
High BP 
No  
Yes 
 
121 
135 
 
60.20 (19.76) 
55.02 (16.39) 
0.024* 
Diabetes 
No 
Yes 
 
231 
34 
 
58.79 (18.54) 
55.88 (18.85) 
0.395 
Pulmonary disease 
No  
Yes 
 
210 
123 
 
60.44 (20.33) 
53.07 (13.18) 
0.000*** 
Hearing impairment 
No  
Yes 
 
248 
85 
 
60.03 (18.56) 
51.25 (16.04) 
0.000*** 
Joint diseases 
No  
Yes 
 
133 
201 
 
60.75 (21.09) 
55.80 (16.05) 
0.022* 
Gout 
No  
Yes 
 
275 
54 
 
58.21 (18.84) 
54.37 (14.88) 
0.102 
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7.4 Relationship Between “Bhutan-Specific” and Cumulative ACEs with Wellbeing    
Table 7.4 displays the relationships between the “Bhutan-specific” ACEs, cumulative 
ACEs, and psychological wellbeing. A period of time facing difficulty meeting the 
basic needs of life while still a child was significantly associated with wellbeing 
(t=2.162, p-value<0.05). Likewise, cumulative “Bhutan-specific” ACEs were 
significantly associated with wellbeing (F=3.792, p-value<0.05). Post hoc testing 
with Games-Howell revealed significantly higher mean scores of wellbeing among 
elderly people with 0-1 “Bhutan-specific” ACEs than those with three “Bhutan-
specific” ACEs. However, there was not enough statistical evidence to support a 
significant relationship between cumulative ACEs including “Bhutan-specific” ACEs 
and wellbeing. 
Table 7.4: Bivariate association between cumulative ACEs and wellbeing 
Adverse childhood experiences  
Sample 
size 
Wellbeing 
p-value 
Mean (SD) 
Assume an adult role 
No 
Yes 
 
125 
212 
 
59.87 (20.86) 
56.74 (16.61) 
0.153 
Difficulty meeting basic needs of life 
No 
Yes 
 
141 
196 
 
60.57 (21.54) 
55.98 (15.41) 
0.032* 
Contributed forced labour 
No 
Yes 
 
53 
284 
 
60.45 (21.79) 
57.42 (17.62) 
0.343 
Cumulative “Bhutan-specific” ACEs 
a0-1 
  2 
  3 
 
95 
99 
143 
 
61.05 (21.94) 
59.19 (19.39) 
54.91 (14.16)a 
0.024* 
Cumulative ACEs including “Bhutan-specific” ACEs 
 0-2 
 3 
 4 
 5-6 
 7-11 
 
60 
57 
63 
86 
71 
 
57.27 (22.60) 
60.98 (18.77) 
60.44 (15.07) 
55.26 (18.45) 
56.90 (16.23) 
0.262 
Note: *p-value<0.05; SD=Standard deviation; ACE=Adverse childhood experiences; 
   
a
Games-Howell post hoc test comparing means at significance level of 0.05 
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7.5 Relationship Between Stressful Life Events and Wellbeing  
As mentioned in Chapter 5, distal SLEs are those life events that occurred before the 
past 12 months, and proximal SLEs are those life events experienced during the last 
12 months at the time of data collection. As displayed in Table 7.5, psychological 
wellbeing was found to relate to cumulative distal SLEs (F=6.182, p-value<0.001) 
and cumulative proximal SLEs (F=3.560, p-value <0.05).  
Post hoc tests with Tukey’s HSD exhibited significant differences in the mean scores 
of wellbeing at different levels of the distal SLEs.  For instance, compared to 1-7 
distal SLEs, significantly lower mean scores of wellbeing were reported among 
elderly participants with 10-14 distal SLEs. Likewise, post hoc testing also revealed 
significant differences in the mean scores of wellbeing among participants with 
between zero and 2-5 different experiences of proximal SLEs. Higher wellbeing 
scores were reported among elderly with none of the experience with proximal SLEs 
in comparison to those elderly participants who reported 2-5 different proximal 
SLEs.  
Table 7.5: Bivariate association between cumulative Stressful Life Events and 
wellbeing 
Stressful life events  Sample size 
Wellbeing 
p-value 
Mean (SD) 
Distal SLEs 
a1-5 
b6-7 
  8-9 
  10-14 
 
88 
90 
97 
62 
 
61.68 (19.07) 
61.02 (17.00) 
56.45 (18.83) 
50.26 (15.99)ab 
0.000*** 
SLEs (past year) 
a0  
  1 
  2-5 
 
140 
130 
67 
 
60.94 (18.27) 
56.34 (18.36) 
54.57 (17.72)a 
0.030* 
Note: *p-value<0.05; ***p-value<0.001; SD=Standard deviation; SLEs=Stressful life events;  
a
Tukey’s HSD post hoc test comparing means at significance level of 0.05 
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7.6 Bivariate Correlations Between Psychological Distress, Spirituality, and Social 
Connectedness with Wellbeing  
Independent variables such as psychological distress, spirituality, and social 
connectedness were measured on continuous scales. Therefore, bivariate 
correlation was analysed to investigate the correlations between these variables 
and wellbeing (see Table 7.6).   
Psychological distress was significantly and negatively correlated with wellbeing 
with strong effect size (r=-0.50, p-value<0.001). In contrast, social connectedness 
was positively related with wellbeing with small effect size (r=0.27, p-value<0.001). 
However, spirituality was not found to be associated with wellbeing (p-value=0.261) 
in this study.  
Table 7.6: Bivariate correlation between psychological distress, spirituality, social 
connectedness, and wellbeing 
Independent variables Sample size  Wellbeing p-value 
Psychological distress (r) 337 -0.499 0.000*** 
Spirituality (r) 337 0.061 0.261 
Social connectedness (r) 337 0.268 0.000*** 
Note: n=number of participants; ***p-value<0.001; r=Pearson’s correlation coefficient 
7.7 Correlates of  Wellbeing 
To determine the predictors of psychological wellbeing (measured by WHO5 
wellbeing index), multiple linear regression was conducted. Model specification was 
based on the results of the bivariate analysis above. The final model contained 
eleven correlates, namely self-reported general health conditions, total health 
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problems, psychological distress, and socio-demographic characteristics. Table 7.7 
presents a summary of the multiple regression analysis of the psychological 
wellbeing, after controlling for socio-demographic characteristics such as age, 
gender, marital status, relationship with children, place most of the childhood days 
spent, educational level, languages, and employment. The final model as a whole 
accounted for 36% of variance in the psychological wellbeing, R2=0.38, adjusted 
R2=0.36, F(11,325)=18.48, p-value<0.001.  
Table 7.7: Multiple regression analysis predicting wellbeing (n=337) 
Note:  
**p-value <0.01; ***p-value<0.001; B=unstandardized regression coefficient; SEB=Standard error of 
the coefficient; β=standard coefficient; VIF=Variance inflation factors 
 
Predictors B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age 0.001 0.111 0.000 0.006 0.995 1.139 
Gender -2.721 1.762 -0.074 -1.544 0.123 1.205 
Marital status 0.142 0.902 0.007 0.157 0.875 1.159 
Relationship with 
children 
-0.428 1.081 -0.018 -0.396 0.693 1.114 
Place most childhood 
days spend 
1.083 2.531 0.021 0.428 0.669 1.281 
Education level 2.277 0.741 0.147 3.073 0.002** 1.205 
Languages 0.448 1.182 0.019 0.379 0.705 1.325 
Employment status -0.426 0.997 -0.021 -0.427 0.669 1.322 
Correlates       
Self-reported general 
health  
3.319 1.049 0.177 3.165 0.002** 1.656 
Total health problems -0.949 0.319 -0.190 -2.973 0.003** 2.152 
Psychological distress -1.017 0.173 -0.316 -5.871 0.000*** 1.532 
Constant  71.906 12.588  5.712 0.000***  
                Model  Model 1           Model 2 Model 3 Final Model 4 
                R2 Change 0.13           0.32 0.37 0.39  
                Adjusted R2 0.11           0.31 0.35 0.36  
 F(8,328) 
=6.16 
          F(9,327) 
          =17.35 
F(10,326) 
=18.99 
F(11,325) 
=18.48 
 
                p-value 0.000***               0.000*** 0.000*** 0.000***  
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The model estimated a large amount of the variance in wellbeing. After controlling 
for demographic factors, all the three correlates (self-reported general health 
conditions, total health problems, and psychological distress) were statistically 
significant and independently related to wellbeing. Psychological distress recorded 
the highest beta value (β=-0.32, p-value<0.001) indicating for every unit of increase 
in the distress level, the wellbeing score decreased by 0.32. 
Finally, as displayed in Table 7.8, total health problems and psychological distress 
(p-value<0.001) were the common independent correlates of the overall QOL, 
wellbeing, and HRQOL.  
Summary 
This chapter indicated that a wide range of socio-demographic characteristics were 
significantly correlated with better wellbeing, including male gender, currently 
being married, sound relationship with children, having spent most of the childhood 
days in urban communities, having attended some form of schooling, speaking 
multiple languages, currently being employed, and living together with others in a 
household not exceeding five members. Participants with excellent self-reported 
general health, no problems with walking or memory/concentration, and currently 
on prescribed medication due to health problems reported better psychological 
wellbeing. In contrast, poor wellbeing was associated with increasing health 
problems. A number of specific health conditions - frequent back pain, memory 
decline, visual and hearing impairment, fatigue, depression, insomnia, heart and 
lung diseases, gout and joint diseases, and mobility impairment were significantly 
linked with poor psychological wellbeing. A negative correlation was found between 
206 
206 Chapter 7: Bivariate and Multivariate Analysis of Survey Data on Wellbeing 
cumulative “Bhutan-specific” ACEs, distal and proximal SLEs, and wellbeing. 
Likewise, increased psychological distress was correlated with lower wellbeing. In 
contrast, higher social connectedness was related with higher wellbeing. After 
controlling for socio-demographic characteristics, self-reported health conditions, 
cumulative health problems, and psychological distress were determined as 
independent correlates of poor wellbeing. 
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Table 7.8: Common significant correlates of the overall QOL and its domains, wellbeing, and HRQOL 
Note: *p-value <0.05; **p-value<0.01;***p-value<0.001; X=Not significant; √=Significant; QOL=Quality of life; HRQOL=Health-related quality of life 
Predictors 
Outcome variables 
Physical  
QOL 
Psychological 
QOL 
Social 
relationships QOL 
Environmental-
related QOL  
Overall 
QOL 
Wellbeing HRQOL 
Controlled factors        
Age X X X X X X √*** 
Gender X X X X X X X 
Marital status X X √* X √** X X 
Perceived relationship with children X X X √* X X X 
Religion X X √* X X X X* 
Place most of the childhood days spent X X X X X X X 
Level of education X X X X √* √** X   
Language X X X √* √* X X 
Employment status √*** √*** √*** √** √*** X X 
Independent correlates        
Self-reported general health 
conditions 
√* X √** X X √** √*** 
Ability to walk (past month) X X X X X X √*** 
Experience of memory decline (past month) X √** X X X X X 
Total health problems √*** √*** X √*** √*** √** √*** 
Medication X X X √* X X X 
“Bhutan-specific” ACEs X X X X X X √** 
Psychological distress √*** √*** X √*** √*** √*** √** 
Spirituality/religion √** √*** X X √*** X X 
Social connectedness X √*** √*** √*** √*** X X 
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CHAPTER 8: DISCUSSION AND CONCLUSION  
Introduction 
This is the first study to investigate QOL and its correlates among older people in 
Bhutan applying both qualitative and quantitative methods. The qualitative study, 
using IDIs and FGDs, indicated in general that QOL and wellbeing among older 
people were perceived to be good. However, mixed feelings and apprehensions 
were also expressed. Economic development and infrastructure such as roads and 
electricity supply to remote parts of Bhutan increased living standards (Ura, et al., 
2015). Such progress taking place in the country was commonly cited in the 
qualitative interviews as having improved QOL and wellbeing. However, participants 
also mentioned that such progress compromises strong social bonds and trust. The 
Bhutan Gross National Happiness survey 2015 also noted perceived deterioration in 
family relationships, trust in neighbours, and sense of belonging to communities 
(Ura, et al., 2015).  
Analysis of self-report data on overall QOL, wellbeing, and HRQOL revealed that the 
social relationships domain of QOL had the highest mean score, which contrasts 
with research in some other countries, such as India and Malaysia (Gupta, et al., 
2014; Khan & Tahir, 2014; Kumar, et al., 2014). Interestingly, this finding was 
consistent with the 2010 happiness survey in Bhutan where relationships among 
family and community were indicated to be above the global average (Ura, et al., 
2012). However, decline in community vitality, especially in the urban areas, was 
observed in the latest happiness survey, 2015, indicating significant social change in 
Bhutan (Ura, et al., 2015).  
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In this study, men had significantly better overall QOL, wellbeing, and HRQOL 
compared to women. A similar finding was observed in other Asian countries (Minh, 
et al., 2010; Qadri, et al., 2013; Tajvar, et al., 2008; Tsai, Chi, Lee, & Chou, 2004). 
Orfila, et al. (2006), and Cankovic, et al. (2016) attributed better QOL among older 
men to be mainly due to low prevalence of disability, chronic conditions, and higher 
social status due to employment experiences, higher income, and high pensions. 
Further, higher wellbeing and HRQOL among men could be related to social mobility 
and connectedness, and their higher level of education.  
Very few studies to date have examined the influence of language proficiency on 
QOL, wellbeing, and patient-related outcomes (Kaplan, Sheldon, & Ware, 1989; 
Pérez-Stable, Nápoles-Springer, & Miramontes, 1997). This study demonstrated 
significant positive relationships between the number of languages spoken and 
QOL. The more diverse languages spoken by elderly people, the better was their 
QOL, wellbeing, and HRQOL. In this study, women were less likely than men to 
speak multiple languages and this may have contributed to low QOL. The more a 
person living in Bhutan can speak diverse languages, the better their 
communication with health professionals and civil servants.  
Consistent with findings elsewhere (Ali, et al., 2015; Apidechkul, 2011; Cankovic, et 
al., 2016; Naing, et al., 2010; Netuveli & Blane, 2008; Saracli, et al., 2015) advanced 
age and marital status were not significantly related to the overall QOL in this study. 
However age and marital status were associated with reduced HRQOL, consistent 
with previous studies (Hoi, et al., 2010; Tajvar, et al., 2008). The significant 
relationships could be attributed to increasing health problems with advance age 
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and widowhood indicated in this study. Higher psychological distress was also 
observed among older adults whose spouse had died (see Appendix L). This finding 
is consistent with an earlier study in Bhutan (Verma & Ura, 2015). A similar finding 
was also revealed in other international studies (Dall, et al., 2013; Fortin, et al., 
2010; Marventano, et al., 2014). As reported in the past (George, 2010; Vanassche, 
et al., 2012), wellbeing was significantly higher among the married older 
participants compared to the never-married people in this study. Past research has 
indicated the protective influence of marriage on disease risk and mortality 
(Manzoli, et al., 2007; van den Berg & Gupta, 2015), as well as its non-protective 
influence on psychological pain (Cankovic, et al., 2016). 
The significance of education was strongly indicated from the qualitative interviews. 
Education was seen to be fundamental for overall development of a person. Better 
education was seen to broaden a person’s thinking capacity, and was felt to 
improve survival in the modern world. Prior to the 1960s, men in Bhutan had more 
access to traditional monastic education and this advantage continued during the 
move to the more modern education system (Pain & Pema, 2004). In this study 
about 85% of the participants overall, including almost all the women (97%), had 
never attended formal schooling. Before the 1960s there were few schools of any 
type in Bhutan, and even for children who lived where schools were available, they 
could not attend due to responsibilities for the household economy (Pain & Pema, 
2004). Some of the participants (mostly women) in the qualitative interviews 
lamented how this lack of opportunity for education had diminished their life in 
some ways. The findings are consistent with previous studies that show a positive 
relationship between educational attainment and wellbeing (Zepke, 2012), 
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happiness (Michalos, 2008; Ura, et al., 2012), and better QOL (Minh, et al., 2010; 
Seah, et al., 2013; Zhang, et al., 2008).  
Formal employment is a significant determinant of QOL (Lima, et al., 2009; Tajvar, 
et al., 2008). Having a job improves financial status, enables greater autonomy, and 
improves access to more types of social and health services (Alexandre, et al., 
2009). Social interactions through work enhance QOL (Chen, et al., 2013). Although 
higher income cannot buy happiness, increased income is associated with higher 
wellbeing (Kahneman & Deaton, 2010) primarily for poor people (Diener & Oishi, 
2000). The 2010 national happiness survey in Bhutan reported higher happiness 
among civil servants compared to farmers (Ura, et al., 2012).   
8.1 Common health problems among older adults in Bhutan 
Health problems such as frequent back pain, memory decline, visual impairment, 
disease of the joints, fatigue, depression, insomnia, high blood pressure and 
diseases of the lungs were commonly reported, consistent with findings from earlier 
research (Borglin, et al., 2005; Marventano, et al., 2014). Elderly females reported 
more health problems than males, which concurs with other research (Borglin, et 
al., 2005; Marventano, et al., 2014; Minh, et al., 2010). Although about half (53.4%) 
of the participants reported low levels of psychological distress, levels of 
psychological distress indicated on each item were greater among women. Similar 
findings were reported in an earlier study in Bhutan (Verma & Ura, 2015). Verma 
and Ura (2015) explained that disadvantaged positions, such as difficulty accessing 
health care, poor quality participation in community meetings, longer hours of 
work, or poor psychological wellbeing among women, may have contributed to 
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higher levels of stress among women. Likewise, in this study, the high prevalence of 
widowhood, no formal education background, and higher prevalence of health 
problems among older women may have contributed to their higher psychological 
distress level. In addition, both men and women believe that women experience 
and express emotions especially sadness, more intensely and frequently than men 
(Helliwell, et al., 2015).  
As revealed in prior studies, the current study showed several health complaints- 
such as disease of the lungs and joints, gout, mobility impairment, depression, high 
blood pressure, memory decline, and insomnia - were significantly linked with lower 
QOL, wellbeing, and HRQOL (Borglin, et al., 2005; McPhail, Schippers, & Marshall, 
2014; Smith, et al., 2016). Likewise, comorbidity was related with worse health-
related QOL (Alonso-Moran, et al., 2015; Ha, et al., 2014). Unfortunately, this study 
did not include clinical measurement of health status and we could not gain access 
to medical records to verify self-reports. A high proportion of participants did not 
know the details of their health conditions, especially the chronic conditions such as 
high blood pressure, diabetes or liver disease. Poor health literacy is evident 
because many of the health-related terms were unfamiliar. A high proportion of 
participants had no formal education and this may have compromised accurate self-
reports.   
8.2 Adverse Childhood Experiences  
One of the goals of this study was to describe ACEs among older people in Bhutan. 
The key findings on ACEs addressed in both the qualitative phase and the 
quantitative phase emphasize the importance of “Bhutan-specific” ACEs (namely, 
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assuming the role of an adult while still a child, a period of time of extreme difficulty 
meeting basic needs of life, and compulsory contribution of labour in state-initiated 
projects prior to 18 years of age). These ACEs are not reported in other 
international literature. Other types of ACEs reported by older participants were 
witnessing community violence, experiencing physical neglect, and household 
members being treated violently. The prevalence of four or more ACEs was greater 
among men, consistent with findings from studies in the Philippines (Ramiro, et al., 
2010) and the United States (Lynch, Waite, & Davey, 2013). In contrast, a recent 
study in the USA revealed the prevalence of four or more ACEs was greater among 
women (Ports, Ford, & Merrick, 2016).  In this study, emotional abuse and growing 
up with someone who was chronically depressed or mentally ill were reported more 
often by women.  
QOL was negatively associated with the total number of ACEs. However, ACEs were 
not found to be associated with general wellbeing and HRQOL. The qualitative 
interviews indicated that ACEs had variable impacts on wellbeing among older 
Bhutanese. In fact, several respondents in the qualitative interviews mentioned 
pride in seeing the fruition of their hard work invested in their childhood, such as 
the construction of roads. Nonetheless, “Bhutan-specific” ACEs were negatively 
associated with both wellbeing and HRQOL in the bivariate analysis.  
Bivariate analysis revealed cumulative ACEs were significantly and positively 
associated with total health problems (see Appendix L: Table 11). This indicated the 
influences of ACEs could be lifelong. Five to six decades after encountering 
childhood adversities, health problems such as pulmonary disease, high blood 
pressure, diabetes, gout, visual impairment, memory decline, insomnia and 
214 
214 Chapter 8: Discussion and Conclusion 
depression were significantly associated with cumulative ACEs. Some of these 
findings concur with previous studies (Danese et al., 2009; Gilbert, et al., 2015; 
Monnat & Chandler, 2015; Raposo, et al., 2013; Springer, et al., 2007; White, et al., 
2016). Our findings suggest that exposure to a greater number of ACEs increases 
the risk of age-related health problems. The cumulative impact of ACEs clearly 
pointed out the need for ACEs prevention. Adult health could be improved by 
reducing children’s modifiable bio-psycho-social risk factors, because to promote 
healthy experiences for children is to promote QOL across the life course. In turn, 
this would also help mitigate the economic burden related with ACEs (Fang, Fry, 
Brown, et al., 2015). 
8.3 Stressful Life Events  
The common SLEs reported in the qualitative interviews are consistent with the 
findings from the quantitative phase of this study. The most severe include 
experience of the death of parents or children; experiencing a period of a week or 
more being so poor they were unable to feed and clothe children; loss of crops or 
animals severely impacting the livelihood; significant damage due to natural 
calamities; and experience of children leaving the household, which were reported 
more frequently among older women in this study. The impacts from these stressful 
events were described by older participants in the qualitative study. One study 
indicated that women perceived adverse events as more upsetting, took longer 
time to recover from effects, and adapted more slowly to some of the events than 
men (Proper, Picavet, Bogers, Verschuren, & Bemelmans, 2013; Surtees & 
Wainwright, 2007).  
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Dose-response relationships between SLEs, QOL, wellbeing, and HRQOL were found 
in the quantitative study. The significant relationship between SLEs and QOL has 
been established in previous studies (Altintas, et al., 2015; Han, et al., 2006; 
Leserman, et al., 2005). The present study also found significant positive dose-
response relationship between the SLEs and the total health problems (see 
Appendix L: Table 11). Cumulative SLEs were significantly linked with back pain, 
joint disease, gout, mobility impairment, fatigue, hearing impairment, depression, 
insomnia, memory decline and pulmonary diseases. Much prior research has found 
links between SLEs and chronic conditions, both physical and psychological (Lim, et 
al., 2015; Luhmann, et al., 2012; Schwarzer & Schulz, 2003; Sherina, et al., 2004). 
Comprehensive health care should address SLEs to mitigate their impact on health 
and improve overall QOL, wellbeing and HRQOL of the person.   
8.4 Resilience in the Face of Adversity 
Evidence suggests that exposure to moderate levels of adversity may be associated 
with better mental health and wellbeing. Individuals with ‘formative’ adverse life 
experiences may appraise situations positively (Dienstbier, 1992; Seery, et al., 
2010). In this study, some participants in the qualitative interviews indicated that 
ACEs may have had good effects in assisting them to become a better person. As 
mentioned before, some of the participants spoke of their pride in seeing the 
fruition of their hard work when they were forced to work on construction of roads 
in their childhood years. One of the participants who lost his mother as a child said 
it had stimulated him to pursue his career in medicine and he was proud to find 
himself benefiting thousands of patients. Many research studies described such 
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benefits from adversity (Rylands & Rickwood, 2001; Santor & Zuroff, 1994). Also 
from the qualitative interviews, SLEs such as suffering from chronic health 
conditions (mostly related to mobility and memory decline) were also found to be 
accepted as part of the ageing process. Hildon, Smith, Netuveli, and Blane (2008) 
suggested that resilience is dependent on the degree and impact of the adversities. 
High resilience is associated with better self-rated health and fewer depressive 
symptoms (Hardy, et al., 2004).  Lupien, et al. (2009) suggested that stress, to a 
certain extent, is necessary for the survival of the species, since exposure to some 
kind of stress provides an opportunity to develop toughness or experiences of 
control and mastery that are beneficial throughout life (Seery, 2011). Further 
research is recommended to determine the relationship between adversity and the 
development of resilience.  
8.5 Spirituality/religiosity  
The majority of the participants in the qualitative study indicated the significance of 
spirituality to enhance QOL and wellbeing. The commonly cited benefits derived 
from spiritual engagements are mental satisfaction, feeling of happiness being 
connected to divine beings, peace of mind, and reduction of worries and sadness. 
Lepherd (2015) suggested spirituality can lead to peace of mind, self-fulfilment and 
alleviation of suffering. However, in the survey, the measure of spirituality was 
found to be negatively correlated with overall QOL. A few previous studies have 
observed a negative relationship between spirituality/religiosity and QOL (Moon & 
Kim, 2013; Peterson & Webb, 2006).  
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The vast majority of studies on religiosity and depression viewed both religiosity 
and spirituality as synonymous, and generally measured religious involvement or 
conviction (Nelson et al., 2009). The four items derived from the Gross National 
Happiness questionnaire used to measure spirituality in this study could be more 
oriented towards the extrinsic side of spirituality/religiosity in which religion is 
perceived as a means to an end (Peterson & Webb, 2006). Individuals who are 
intrinsically religious, on the other hand, tend not to lead their religious lives to 
please others or gain status. Individuals with higher levels of intrinsic religiosity 
report less depression (Power & McKinney, 2014) and better HRQOL (Cruz, et al., 
2016; Mosqueiro, et al., 2015). In contrast, individuals who are extrinsically 
motivated toward religion for personal gain or social ritual use religion as a source 
of comfort, such as praying for their own relief and protection. They also use 
religion to help them to make friends and gain social support and social status 
(Gorsuch & McPherson, 1989; Power & McKinney, 2014). Several participants in the 
qualitative phase of this study indicated that religious/spiritual activities may 
prevent or alleviate health problems but also involve investments of material goods, 
particularly in the form of money, which may adversely affect wellbeing of the 
person and the family.  
The findings regarding spirituality in this study are not clear. Further research 
should re-visit the spirituality items of the questionnaire to include both the 
intrinsic and extrinsic components of spirituality/religiosity, especially in Bhutan, 
where a strong sense of spirituality/religiosity and its activities are important for 
everyday life (Ura, et al., 2012).  
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Although people suffering from mental illness or emotional problems may seek 
refuge in religion for comfort, hope and meaning, not all achieve solace. In such 
cases religious “strategies” may have been used to avoid making necessary life 
changes (Koenig, 2009). Excessive focus on religion may diminish efforts to improve 
other elements of QOL, such as the material conditions of life or social relationships 
(Peterson & Webb, 2006). Hence, to determine whether religiosity/spirituality is a 
resource or liability is open for debate. 
8.6 Social Connectedness/Social Support and Respect for Older People  
During qualitative interviews the participants pointed out that their main sources of 
enjoyment and happiness were children and grandchildren, and they were also the 
people to rely on in times of need. One of the key findings from the qualitative 
study was the common perception that provision of support to children and family 
members in early adult years was a major reason for their satisfaction, wellbeing, 
and happiness in old age. Such findings were reported in previous studies (Li & 
Cheng, 2015; Piferi & Lawler, 2006; Thomas, 2010). Better wellbeing among Chinese 
elderly was significantly associated with having grandchildren, more contacts with 
neighbours and no conflict with others (Chen, Murayama, & Kamibeppu, 2010). 
Bivariate analysis of survey data confirmed that the relationship with children was a 
major element of social connectedness, QOL, wellbeing, and HRQOL. This finding 
was in contrast to the report in a meta-analysis by Pinquart and Sorensen (2000), 
where friends are generally considered more important for wellbeing in later life 
(Pinquart & Sorensen, 2000) and there may be weaker or non-existent relationships 
between support from children and subjective wellbeing (Ward, 2008). Li and Cheng 
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(2015) argued that in an Asian context, unlike in Western cultures, family 
relationships contribute more significantly to subjective wellbeing than do 
friendships. 
In the current study, the mean score of social connectedness, particularly the item 
on sense of belonging to the community, was highly reported compared to the 
other items of social connectedness. This was consistent with the findings of the 
Gross National Happiness 2010 survey, where 93% of Bhutanese reported good 
family relationship and 76% reported good community relationships (Ura, et al., 
2012). In this study, the bivariate analysis showed social connectedness was 
positively correlated with overall QOL and across its domains, wellbeing, and 
HRQOL. After controlling for socio-demographic characteristics in the multivariate 
analysis, social connectedness was found to be an independent correlates for 
overall QOL.  
The positive correlation between social relationships, social support, QOL and 
wellbeing are well documented (Chen, et al., 2013; George, 2010; Hamren, et al., 
2015; Liu, et al., 2013). Research has also suggested that greater satisfaction with 
social networks (most commonly family relationships) may benefit emotional and 
psychological wellbeing (Carstensen & Lockenhoff, 2003) and have a positive effect 
on QOL (Mudey, et al., 2011) for older people. In fact, close relationships, such as 
having a close confidant, a partner, and a wide network of friends have been 
identified as significant predictors of QOL in old age (Liao & Brunner, 2016). 
Furthermore, the physical, psychological, social and spiritual needs of the elderly 
are said to be met when they live with their family members (Khan & Tahir, 2014). 
However, feelings of grave concern were raised during the qualitative interviews, 
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particularly fears about not sustaining harmonious relationships between parent-
children-grandchildren, and about threats to the culture of filial piety, respect and 
reverence for older adults that was passed down and which appeared to be 
dwindling in the midst of modernization.  
There is strong concern about changes in family dynamics and change in the social 
values which are fundamental to elderly people. This may cause older adults to lose 
opportunities for social interaction resulting in poor QOL (Khan & Tahir, 2014). 
Some of the participants in qualitative interviews mentioned the trend where 
respect for the elderly has declined, making them feel lonely, disconnected, 
disappointed, and depressed. Change in levels of respect for older people, 
especially in Asian society, was observed in the recent past (Bansod, 2011; Dong, et 
al., 2012; Ingersoll-Dayton & Saengtienchai, 1999; Sung, 2001).   
8.7 Strengths of the Study  
This study was one of the first of its kind to investigate the prevalence of common 
adverse life experiences, common physical and mental health disorders, and their 
influence on QOL and wellbeing among older people in Bhutan using a systematic 
and scientific mixed-methods approach.  
Most research into QOL and its determinants is from western affluent societies. In 
this study, we found that qualitative information from the IDIs suitably informed the 
researchers in selecting the variables for the survey tool and modification of well-
established instruments to measure the phenomena within the context of Bhutan. 
One significant outcome was the development of an understanding of locally 
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relevant ACEs. They were found to significantly influence HRQOL more so than the 
standard ACE questions.  
Although the sample was non-representative, the data were collected from a 
diverse cross-sectional population, including participants coming from different 
cultural backgrounds within Bhutan. Data were collected from people from all the 
20 districts of the country. 
Although there were some inconsistencies between the qualitative data and the 
survey findings, such as the significance of spirituality, there was also convergence 
and complementarity in the findings. The application of a multi-method approach 
helped to gain rich insights into the phenomena.  
Cultural appropriateness was carefully considered in the design and implementation 
of the sequential exploratory qualitative study and quantitative cross-sectional 
survey. This study outlines a research method that could be applied in future 
Bhutanese research that includes development of instruments. Finally, the pilot 
study was conducted to establish the face validity and user-friendliness of the 
questionnaire.  
8.8 Limitations of the Study 
The present study has some limitations. Within the limited resources of this 
doctoral research project, it was not feasible to recruit a representative random 
sample of elderly people in Bhutan. Therefore, findings may lack generalisability. 
Furthermore, the sample size estimation in this study was not based on any 
previous study from comparable neighbouring countries of Bhutan, but was based 
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on the number of variables. This is not ideal, and may have affected the power of 
the study to detect subtle associations.  
A second limitation relates to possible biases due to mismatch in the characteristics 
of interviewers and respondents. Originally, we intended to recruit mature-age 
interviewers to interview older people, but this was not possible and hence we had 
to recruit relatively young, final-year nursing students of the Faculty of Nursing and 
Public Health of the Khesar Gyalpo University of Medical Sciences of Bhutan. This 
may have diminished frank disclosure. Important information, especially on sexual 
activity and sexual abuse in early life, could not be discussed qualitatively because 
of sensitivity. Future research may require well experienced and mature-aged 
interviewers as well as adequate time to establish rapport with older people and 
maintain the familiarity to maximise disclosure.  
The quality of the data might also have been compromised in this study especially in 
the health-related areas mainly because local languages lack proper translation of 
health terminologies. Interviewer bias may also have been present. Research 
assistants with health and nursing background might have been biased toward 
categorising reported symptoms as underlying disease, when it may not have been 
accurate to do so. Also, the number of “unknown” health conditions reported for 
older participants in this study (see Appendix L: Table 6) is also of concern. The 
highest percentage of unknown health conditions was observed among older 
people who can speak only one of the four languages used for data collection and 
among those with no formal education.  
Further, selection bias may have occurred, since only those older people who were 
available at the data collection sites both for the qualitative study and quantitative 
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survey were ambulant and engaged in social activities. Older adults who couldn’t 
walk to the study sites were not included. Such people may have had important 
information that has not been captured in this study, including experiencing 
disabling health problems. Most of the participants were recruited at various 
religious settings and this may have influenced the types of comments made about 
spirituality and religion.  
The modified version of the instruments was pre-tested among older people before 
the final survey. However, the instrument couldn’t be re-tested as the pilot testing 
was done among a floating population, which was beyond the control of the 
researcher. Future studies should try to examine test-retest reliability of the 
instrument.   
The assessment of the SLEs and childhood adversities in particular heavily relied on 
retrospective recall, with many items referring to events that occurred 50 or more 
years earlier. The veracity of recall cannot be established in research of this nature.  
One unfortunate oversight was that health-risk behaviours such as the chewing of 
betel quid, smoking, and drinking of alcohol were not included in this study. This 
should be incorporated in future research to find the associations between multiple 
health conditions and health risk behaviours. A systematic review on adherence to 
healthy lifestyle behaviours and mortality revealed that people with four or more 
healthy behaviours had their overall risk of morality lowered by 66% compared to 
individuals with unhealthy lifestyles (Loef & Walach, 2012). Health risk behaviours 
such as smoking, physical inactivity, unhealthy diet, obesity and other lifestyles 
behaviours are linked with the development of heart diseases, cancer, stroke, and 
diabetes (Lopez, Mathers, Ezzati, Jamison, & Murray, 2006).  One of the major 
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drawbacks of this study was the inability to rigorously translate the questionnaire, 
particularly into Tshanglalo and in Lhotshamkha. Future researchers can strengthen 
the quality control of translation to more effectively capture the meanings of the 
participants. Furthermore, while training the interviewers, the inter-rater reliability 
should be tested as was not done in this study.  
8.9 Suggestion for Further Research 
A number of issues for future research arise from the current study. Most of the 
literature on spirituality supports a positive relationship with QOL, but the opposite 
was found in this study. Spirituality tends to have a negative association with 
health-related QOL. This deserves further investigation. Future research should be 
mindful to incorporate spirituality and religiosity items involving both the extrinsic 
and intrinsic elements, especially in a traditional religious society like Bhutan.  
To date, there is negligible evidence to support the significance of language 
proficiency and its influence on QOL and wellbeing. This study showed the 
significance of language on QOL, wellbeing, and HRQOL, which can be tested in 
future studies in similar research areas. It is notable and quite rare globally, for 
most of the participants in a study to have no formal school education at all. 
Proficiency in multiple languages could serve as a marker of learning capacity, and 
might be a proxy indicator of capacity for educational achievement in similar 
populations.  
No study can examine all the factors potentially related to QOL, wellbeing, and 
HRQOL. This research attempted to examine a wide range of predictors across the 
life span. However there are many factors that could not be examined. For instance, 
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qualitative findings from this research indicated the significance of culture, 
tradition, and SES. Future research can examine these factors to determine if there 
is an association with QOL, wellbeing, and HRQOL.  
This study indicates that the influence of childhood adversity may be lifelong. Five 
to eight decades after childhood, there was significant correlation between 
childhood adversity and multiple indicators of impaired physical and mental health 
and low subjective QOL. Further research on ACEs, health and social wellbeing is 
needed in Bhutan. The measure of childhood adversities found in the World Health 
Organization questionnaire (ACE-IQ) should be complemented by questions about 
local context such as those revealed in the qualitative interviews. In our study, the 
ACE-IQ questions on sexual abuse were very sensitive for older people and should 
be modified. As is often found in international research, childhood adversity in 
Bhutan is linked with ongoing SLEs throughout adulthood. Our study showed that 
adults’ SLEs should also be included in further research into the impact of adversity 
on health-related QOL.  
Numerous studies in the past have identified protective and risk factors in the 
development of resilience. Likewise, some of the participants in the qualitative 
interviews spoke of the positive outcomes from adverse life experiences, which 
could not be assessed in the quantitative survey. Future research can incorporate 
this issue.  
This study applied WHOQOL-BREF and SF-6D to measure QOL and HRQOL, 
respectively. However, there are other measures of quality of life among the older 
people in the literature, such as CASP-19 that measures ‘control’, ‘autonomy’, 
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‘pleasure’ and ‘self-realization’. The Older People Quality of Life (OPQOL) interview 
could also be applied in the future researches. This complements the WHOQOL-
BREF and may make the finding more relevant to older people. 
8.10 Implications for Public Health Practice    
The practical implications of this study for public health policy are as follows: 
1.  Several health complaints were closely linked to childhood adversities 
and SLEs. It appears possible that early life adversity may persist 
throughout life. The strong relationships between ACEs and ill health 
suggests that there will be greater demand for healthcare services 
among those exposed to greater adversities in childhood. The study 
reinforces the need for strenuous efforts by society to prevent violence 
and other adverse childhood experiences. An indirect benefit is to 
reduce financial burden on the individual, family, and the healthcare 
system of the country. Furthermore, this study recommends that greater 
investments by government toward preventing childhood adversity 
would consequently help in building stronger children and adults to 
contribute more productively to society.  
2.  Physical and mental health conditions, spirituality, social connectedness 
and family functioning were important correlates of QOL. Health care 
providers should be mindful about the bio-psycho-social and spiritual 
dimensions of health while assessing older people in clinical practice. 
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3.  A significant proportion of participants in this study did not know the 
medical terminology for their health conditions, such as diabetes, high 
blood pressure, or liver diseases. This poor health literacy among older 
adults with no formal schooling indicated the necessity for appropriate, 
grass roots public health education; using person-to-person and small 
group communication, and mass media programs that use local vernacular 
terms for common health conditions. 
4.  High self-reported health problems and low perceived QOL and wellbeing 
among older women in this study were consistent with some prior studies. 
This suggests a need for gender-specific public health programs for older 
people.  
5.  The overall pattern revealed by older people, while in many ways positive 
is not universally so. Clearly, narratives about elderly Bhutanese both 
inside and outside the country should not idealise them as being happy due 
to simple traditional lifestyle. The lived experience of senior citizens is 
diverse and complex, and the effects of both distant and recent stressful 
experiences, should not be under-estimated.  
6. Due to older adults having high regard for family support, and their 
emphasis on the significance of being together in the family, the need for 
institutional care may not be a top priority. It is recommended that the 
government can look into the policy of support for family carer pension or 
carer allowance for the family members who look after the older people.  
Home-based family carers are encouraged to be supported by community 
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healthcare providers to enable quality healthcare to older adults outside of 
hospital settings.  
8.11 Contribution to the body of knowledge  
One contribution of this study is to improve understanding of QOL among older 
people. This is the first study that used scientific mixed-methods approach to 
investigate the prevalence of common adverse life experiences, health conditions, 
and their influence on QOL among older adults in Bhutan. Adverse childhood 
experiences such as the forced childhood labour, experiencing long periods facing 
difficulty meeting the basic needs of life, and being forced to assume an adult role 
while still a child are important considerations for this generation. However, they 
had not been included in the standard ACEs questionnaire.  
QOL is a multidimensional concept widely studied elsewhere. Much less is known 
about countries in the Himalayas. Findings from this study in a landlocked Bhutan 
would serve as comparable source of information for future researches in the 
similar field of study.  
One interesting finding from this study is the positive correlation found between 
multilingual proficiency and QOL and wellbeing. There are very few studies till date 
that have examined the influence of language proficiency on QOL and wellbeing.      
8.12 Reflections and Lessons Learned 
Having walked the path of a PhD journey, there are certain life lessons that I could 
not have learned without struggling through this PhD. Having grown up in a remote 
hamlet in east of Bhutan and throughout my childhood, adolescents, and 
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adulthood, I remained inquisitive to learn more. I saw my parents bringing up their 
six children who were all born two years apart. As an eldest child of the family, I 
often have seen my parents working hard, and sometime going to bed half empty 
stomach. Such adversities were the driving forces for me to become somebody one 
day and look after their welfare. This PhD certainly has helped me realise my 
aspiration. 
Getting into this PhD journey never came without its own price tags. A good 
amount of sacrifices and preparations were necessary. Having embarked into this 
journey, and to get through various milestones, lots of challenges had to be faced.  
Many lessons were learned from the field while collecting data in Bhutan. Collecting 
data required a series of approvals from concerned agencies including the ethical 
clearances from QUT and REBH, Ministry of Home and Cultural, and verbal and 
written approval from the office of mayor in the study towns. Translating research 
instrument into local language given its limitation in the vocabulary, as well as lack 
of written scripts had been nerve-racking. A great amount of time sacrifices and 
social skills were required while working with the respondents. Lots of negotiations 
had to be made, and having to wait or sometime and participants not turning up to 
the interview sites as planned, or needing to leave interview half complete were 
frustrating. However, many older people expressed their happiness being 
interviewed; some said it was refreshing for the younger generation to seek life 
stories from older people. The researcher learned a lot about the vast experiences 
and wisdom of older adults.  
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The entire PhD journey taught me and showed me how to be creative and critical in 
my thinking, effective communication, decision making and problem solving that no 
books could have taught me. Furthermore and most importantly, this PhD course 
has taught me enough of research skills under the guidance of an incredible 
supervisory team which shall remain as my asset and ultimately benefit for my 
home country Bhutan.  
Conclusion 
The aim of this study was to describe the prevalence of common adverse life 
experiences and common physical and mental difficulties among older people in 
Bhutan. The study included measures of adverse life experiences, spirituality, and 
social connectedness and showed how they are associated with QOL and wellbeing 
among older people in Bhutan.  
Findings from the qualitative study indicated in general that QOL and wellbeing 
among older people were perceived to be good. Enforced child labour and assuming 
an adult role while still a child were the most frequently reported early adversities. 
Death of parents and children were the most serious life events during adult years. 
Poverty, loss of crops or domestic animals and damages due to natural calamities 
were also common SLEs. Frequent back pain, memory decline, disease of the joints, 
visual impairment, high blood pressure, fatigue, insomnia, and mobility impairment 
were the common health problems reported by the participants.  
The study has shown that QOL and wellbeing among older people was influenced by 
a number of demographic characteristics, life experiences, physical and mental 
health conditions, spirituality, and social connectedness. Findings from the 
qualitative interviews provided information about education, employment, wealth 
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and property, family-related factors, spirituality, and meeting basic minimum needs 
in life played significant role for QOL among older people. Quantitative research 
confirmed that physical and mental health conditions, spirituality, and social 
connectedness were important correlates of the overall QOL of older people in 
Bhutan.  
Social connectedness was found to be high in this study. The qualitative interviews 
indicated that the main sources of enjoyment and happiness for older adults come 
from their children and grandchildren, and they are also the immediate people to 
rely on in times of need. In fact, the major reason for their life satisfaction, 
happiness, and good QOL, and also conversely, impaired quality of life, were 
concentrated on family support and close interaction.  
One unexpected finding in this study was the inverse relationship between QOL and 
spirituality. This requires further exploration. This was surprising as Bhutan is a 
spiritual country where the influence of spiritualism is highly visible in everyday 
lives of the population, demonstrated through their presence in religious gatherings 
and landmarks, temples and monasteries, prayer flags and prayer wheels all around 
the country. In contrast, the qualitative interviews indicated positive influence of 
spirituality on QOL and wellbeing. Mental satisfaction, getting peace of mind, 
reduction of worries and sadness were said to be derived from spiritual 
engagements. Improved understanding of the impact of spirituality on health in 
Bhutan should be a fertile area for future research. 
Insights from countries that have relatively high levels of social integration and 
collective spirituality might be meaningful for people who are ageing in more 
individualistic and materialistic societies. More research is needed to extend 
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understanding of determinants of QOL and wellbeing of older people, especially as 
the society changes.  
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APPENDIX A: PARTICIPANT INFORMATION AND CONSENT FORM FOR IN-DEPTH 
INTERVIEW 
 
PARTICIPANT INFORMATION FOR QUT 
RESEARCH PROJECT 
– Interview – 
Perceived Quality of Life among Senior Citizens of Bhutan 
QUT Ethics Approval Number 1300000561 
RESEARCH TEAM  
Principal Researcher: Nidup Dorji, PhD Student, Queensland University of 
Technology (QUT) 
Associate 
Researchers: 
Professor Michael Dunne  and  Dr Charlotte Seib, QUT 
Prof. Sibnath Deb, Pondicherry University, India 
DESCRIPTION 
This project is being undertaken as part of a PhD research project by Mr Nidup Dorji, a 
research student from Bhutan. 
The purpose of this project is to assess the perception of senior Bhutanese citizens 
towards their quality of life and to determine factors that influence their well-being. 
You are invited to participate in this project because you are aged 60 years of age and 
living in the community in Thimphu, Bhutan.  Your input will help us to refine our 
research methods. The overall goal is to produce high quality research that will be 
useful for government, concerned agencies, future researchers and scholars to improve 
support for the elderly.  
PARTICIPATION 
The session will take approximately 60-90 minutes of your time. Questions will include 
what are the perceptions and factors associated with your quality of life. It will also include 
questions on your adverse childhood experiences and stressful life events which may cause 
discomfort to talk about. However, you have the right not to respond.  
Your participation will involve an audio recorded interview at the Royal Institute of Health 
Sciences or in another agreed location within Thimphu, depending on your convenience. It 
is entirely on a voluntary basis. If you do agree to participate you can withdraw from the 
project at any time of the interview without comment or penalty. If you withdraw on 
request, any identifiable information already obtained from you will be destroyed. Your 
decision to participate or not participate will in no way impact upon your current or future 
relationship with QUT.  
 
EXPECTED BENEFITS 
It is expected that this project will not benefit you directly. However the results will help 
greatly in the design of a survey to investigate more fully how Bhutanese senior citizens 
perceive their quality of life. 
One of the benefits of the research may be to inform the government of Bhutan, social 
welfare and health agencies, policy makers, and researchers about the reality of elderly 
people’s quality of life.  It will be interesting to see if the findings are, or are not, consistent 
 285 
Appendices 285 
with the assumptions of Gross National Happiness.  Furthermore, researchers will benefit in 
gaining the experiences, knowledge from implementation of this project.  
To recognize your time commitment and contribution to the research, should you 
choose to participate, the research team will provide you with a small gift (worth 
about Nu. 500) at the end of the interview. 
RISKS 
There are minimal risks associated with your participation in this project. These include 
emotional discomfort or inconvenience of disclosing sensitive information on your adverse 
childhood experiences and stressful life events. However, if any questions make you feel 
uncomfortable, you have the right not to respond. Further, you have the right to withdraw 
from the interview at any time. Your safety and maintenance of confidentiality will remain 
as the researcher’s top priority and utmost concern. 
Health Help Centre (HHC) provides free counselling services. Should you wish to avail the 
services because of experiencing discomfort due to your participation in the research, 
contact them on +975 2 331759/331763. You can also call to their toll free number 112 or 
visit the service centre located at Jigme Dorji Wangchuk National Referral Hospital complex, 
Thimphu, Bhutan. The service is available 24 hours per day.   
PRIVACY AND CONFIDENTIALITY 
All comments and responses will be treated confidentially unless required by law. The 
names of individual persons are not required in any of the responses. 
You are asked to consent to the audio-recording of your interview. If you agree, you will be 
able to review recording after the interview if you wish, before the data are coded for analysis. 
The audio recording will be destroyed after the contents have been transcribed and at the 
end of the project. Your audio recording will not be used for any other purpose. Only the 
researcher will have access to the audio recording.  
CONSENT TO PARTICIPATE 
We would like to ask you to sign a written consent form (enclosed) to confirm your 
agreement to participate. 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require further information please contact one of the research 
team members below. 
Nidup Dorji  Prof Michael Dunne  
School of Public Health and Social Work – Faculty of Health – QUT 
+61 410 818 810 
+61 7 3138 3928 (O)   
 (M) +61 404 008 990 
nidup.dorji@student.qut.edu.au  m.dunne@qut.edu.au  
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects.  
However, if you do have any concerns or complaints about the ethical conduct of the 
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project you may contact the QUT Research Ethics Unit on +61 7 3138 5123 or email 
ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial manner.  
You can also contact to our local Research Ethics Board of Health (REBH), Ministry of 
Health, Thimphu, Bhutan on 02-322602/328091 ext-333 or email phurbd@yahoo.com. 
Thank you for helping with this research project.  Please keep this sheet for your 
information. 
 
 
CONSENT FORM FOR QUT RESEARCH PROJECT 
– Interview – 
Perceived Quality of Life among Senior Citizens of Bhutan 
QUT Ethics Approval Number 1300000561 
RESEARCH TEAM CONTACTS 
Nidup Dorji  Professor Michael Dunne  
School of Public Health and Social Work – Faculty of Health – QUT 
+61 410 818 810 
+61 7 3138 3928 (O)  
(M) +61 404 008 990 
nidup.dorji@student.qut.edu.au  m.dunne@qut.edu.au  
STATEMENT OF CONSENT 
By signing below, you are indicating that you: 
 Have read and understood the information document regarding this project. 
 Have had any questions answered to your satisfaction. 
 Understand that if you have any additional questions you can contact the research team. 
 Understand that you are free to withdraw at any time, without comment or penalty. 
 Understand that you can contact the Research Ethics Board for Health (REBH) at 
+975-02-322602/328091 extension-333, Thimphu, Bhutan or email 
phurbd@yahoo.com. You can also contact the QUT Research Ethics Unit on +61 7 
3138 5123 or email ethicscontact@qut.edu.au if you have concerns about the ethical 
conduct of the project. 
 Agree to participate in the project. 
Please tick the relevant box below: 
 I agree for the interview to be audio recorded. 
 I do not agree for the interview to be audio recorded. 
 
Name  
Signature  
Date   
Please return this sheet to the investigator. 
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APPENDIX B: PARTICIPANT INFORMATION AND CONSENT FORM FOR FGD 
 
PARTICIPANT INFORMATION FOR QUT RESEARCH 
PROJECT 
– Focus group – 
Perceived Quality of Life among Senior Citizens of Bhutan 
QUT Ethics Approval Number 1300000561 
 
RESEARCH TEAM 
Principal 
Researcher: 
Nidup Dorji, PhD Student, Queensland University of 
Technology (QUT) 
Associate 
Researchers: 
Professor Michael Dunne  and  Dr Charlotte Seib, QUT 
Professor Sibnath Deb, Pondicherry University, India 
DESCRIPTION 
This project is being undertaken as part of a PhD research project by Mr Nidup 
Dorji, a research student from Bhutan.  
The purpose of this project is to assess the perception of senior Bhutanese citizens 
towards their quality of life and to determine factors that influence their well-being. 
You are invited to participate in this project because you are aged 60 years of age 
and living in the community in Thimphu, Bhutan. You will be joined by 7-9 other 
people coming from similar background in your community for a group discussion. 
Your input will help us to refine our research methods. The overall goal is to 
produce high quality research that will be useful for government, concerned 
agencies, future researchers and scholars to improve support for the elderly.  
PARTICIPATION 
The session will take approximately 60-90 minutes of your time. Questions will include 
what are the perceptions and factors associated with quality of life led by senior Bhutanese 
citizens. It will also include questions on adverse childhood experiences and stressful life 
events which may cause discomfort to talk about. However, the participants have the right 
not to respond. 
Your participation in the focus group discussion will involve audio recording at the Royal 
Institute of Health Sciences or another agreed location within Thimphu, depending on the 
convenience of the majority. Your participation is entirely voluntary. If you do agree to 
participate you can withdraw from the project without comment or penalty. If you 
withdraw on request, any identifiable information already obtained from you will be 
destroyed. Your decision to participate or not participate will in no way impact upon your 
current or future relationship with QUT.  
EXPECTED BENEFITS 
It is expected that this project will not benefit you directly. However the results will help 
greatly in the design of a survey to investigate more fully how Bhutanese senior citizens 
perceive their quality of life. 
One of the benefits of the research may be to inform the government of Bhutan, social 
welfare and health agencies, policy makers, and researchers about the reality of elderly 
people’s quality of life.  
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To recognize your time commitment and contribution to the research, should you 
choose to participate, the research team will provide you with a small gift (worth 
about Nu. 500) at the end of the interview. 
RISKS 
There are minimal risks associated with your participation in this project. There may be 
some emotional discomfort during discussion of sensitive matters, such as adverse 
childhood experiences and stressful life events.  It is very important to emphasize that 
during the group discussions you personally will not be asked direct questions about your 
own experiences in front of other people. The purpose is to learn from the group about the 
conditions that affect the lives of older Bhutanese citizens in general. However, if any 
questions make you feel uncomfortable, you have the right not to respond. Also, you can 
choose to withdraw from the discussion at any time. Your safety and maintenance of 
confidentiality will remain as the researcher’s top priority and utmost concern.   
Health Help Centre (HHC) provides free counselling services. Should you wish to avail the 
services because of experiencing discomfort due to your participation in the research, 
contact them on +975 2 331759/331763. You can also call to their toll free number 112 or 
visit the service centre located at Jigme Dorji Wangchuk National Referral Hospital complex, 
Thimphu, Bhutan. The service is available 24 hours per day.   
PRIVACY AND CONFIDENTIALITY 
All comments and responses will be treated confidentially unless required by law. The 
names of individual persons are not required in any of the responses. 
To ensure an accurate record of everyone’s point of view, the discussion will be audio-
recorded. If you are not willing to have your comments audio-recorded, you will not be able 
to participate in the study.   
The audio recording will be destroyed after the contents have been transcribed and at the 
end of the project. Your audio recording will not be used for any other purpose. Only the researcher will 
have access to the audio recording.  
CONSENT TO PARTICIPATE 
We would like to ask you to sign a written consent form (enclosed) to confirm your agreement to 
participate. 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require further information please contact one of the research team members 
below. 
Nidup Dorji  Professor Michael Dunne  
School of Public Health and Social Work – Faculty of Health – QUT 
+61 410 818 810 
+61 7 3138 3928 (O)  
(M) +61 404 008 990 
nidup.dorji@student.qut.edu.au  m.dunne@qut.edu.au  
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
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QUT is committed to research integrity and the ethical conduct of research projects.  
However, if you do have any concerns or complaints about the ethical conduct of the 
project you may contact the QUT Research Ethics Unit on +61 7 3138 5123 or email 
ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the research project and 
can facilitate a resolution to your concern in an impartial manner.  
You can also contact to our local Research Ethics Board of Health (REBH), Ministry of 
Health, Thimphu, Bhutan on 02-322602 / 328091 ext-333 or email phurbd@yahoo.com.  
Thank you for helping with this research project.  Please keep this sheet for your 
information. 
 
CONSENT FORM FOR QUT RESEARCH PROJECT 
– Focus group – 
Perceived Quality of Life among Senior Citizens of Bhutan  
QUT Ethics Approval Number 1300000561 
RESEARCH TEAM CONTACTS 
Nidup Dorji  Professsor Michael Dunne  
School of Public Health and Social Work – Faculty of Health – QUT 
+61 410 818 810 
+61 7 3138 3928 (O)  
(M) +61 404 008 990 
nidup.dorji@student.qut.edu.au  m.dunne@qut.edu.au  
STATEMENT OF CONSENT 
By signing below, you are indicating that you: 
 Have read and understood the information document regarding this project. 
 Have had any questions answered to your satisfaction. 
 Understand that if you have any additional questions you can contact the research team. 
 Understand that you are free to withdraw at any time, without comment or penalty. 
 Understand that you can contact the Research Ethics Board for Health (REBH) at 
+975-02-322602 / 328091 extension-333, Thimphu, Bhutan or email 
phurbd@yahoo.com. You can also contact the QUT Research Ethics Unit on +61 7 
3138 5123 or email ethicscontact@qut.edu.au if you have concerns about the ethical 
conduct of the project. 
 Understand that the project will include audio-recording of responses. 
 Agree to participate in the project. 
Name  
Signature  
Date   
 
Please return this sheet to the investigator. 
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APPENDIX C: PARTICIPANT INFORMATION IN BHUTANESE LANGUAGE 
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APPENDIX D: GUIDELINES FOR IN-DEPTH INTERVIEW 
One-on-one Interview Guide 
Perceived Quality of Life among Senior Citizens of Bhutan 
The research is about the quality of life perceived by senior citizens of Bhutan. We 
want to learn about how senior citizens of Bhutan perceive their quality of life and 
determine the factors associated with it. We will be asking some questions about 
their perception on quality of life based on methods utilized by World Health 
Organization and major international research groups. We plan to ask about general 
physical health, mental health, well-being, stressful life events (from childhood to 
recent times).  The objectives of the project are: 
a) Determine the perception of senior Bhutanese citizen towards their quality of 
life. 
b) Identify stressful factors throughout life that are related to quality of life. 
c) Identify factors that might moderate or act as ‘buffers’ between stressful life 
events and poor health and wellbeing. 
Interviewer Name: _____________________________ Date: ________________ 
Interview ID No.:____________________________________________________ 
 
 
Demographic Information 
 Age: ______ 
 Gender: ________ 
 Marital status: ____________ 
 Religion: _______________ 
 Educational level________ 
 Region of origin: ____________ 
 Main language spoken at home: _________________ 
 
1. Looking back to your life, are you satisfied with the type of life you lead? 
2. Generally, what do you think are the important things in life that affects your quality of life? 
a. Why do you think those areas are important? 
3. Do you have some physical difficulties that cause problems for quality of life? 
4. Do you have some emotional problems that affect your quality of life? 
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a. Do you have enough support to help you with these problems? 
5. How important is religion in your life? 
a. If important, why do you feel that? 
6. Are you respected as an elderly person by your family, friends, neighbours 
and society?  
a. Do respects in society affect your quality of life? 
7. How do you feel about your living situation at this time? On most days, do 
you feel happy or depressed? 
a. Why are you happy / depressed? 
b. What do you think must be in place within your surroundings to make you happy? 
8. Thinking back to your childhood, what stressful or difficult problems affected 
your well-being then? 
a. Do these experiences still affect you now? 
9. Think about when you were young adult and older 
a. What events have brought stress to your life? 
b. In your life, what stressful events have affected you the most? 
10. Thinking about people in your life who are close to you 
a. Which people do you get most enjoyment from? 
b. If you need help or support, which people can you rely on? (For example 
children, siblings, neighbours, friends, etc.)  
11. What things do you do to improve your happiness at this stage in life? 
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APPENDIX E: GUIDELINE FOR FOCUS GROUP DISCUSSION 
Focus Group Guide 
Perceived Quality of Life among Senior Citizens of Bhutan 
 
Focus Group guiding questions 
1. In general how do most elderly people in Bhutan perceive their quality of life? 
(Very good/ Good/fair/bad/worst)  
2. In general, what conditions in life are most likely to affect the well-being of elderly Bhutanese? 
Probe: What individual areas are most important? (You may tell from most 
important to least important?) 
3. At this time in Bhutan, what worries are uppermost in the minds of elderly 
people? 
4. What do you think are the most stressful life events that can have impact on the quality of life? 
5. How important is religion in the lives of most elderly people these days? 
6. Who do most elderly people rely upon for help and support if they need it? 
7. What do you wish could be done to improve quality of life of older people? 
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APPENDIX F: SURVEY QUESTIONNAIRE 
Adverse Life Experiences and Quality of Life among Senior Citizens of 
Bhutan Survey 
 
Nidup Dorji 
PhD Candidate 
Queensland University of Technology 
Identification No: 8683859 
Informed Consent: 
Hello, my name is __________________ and I’m working as a field 
researcher for a study on Adverse Life Experiences and Quality of Life among 
Senior Citizens of Bhutan. The Chief Researcher is a Bhutanese man who is 
doing his PhD at Queensland University of Technology, Brisbane, Australia.  
 
Purpose: 
We are conducting a study on adverse life experiences and quality of life 
among senior citizens of Bhutan. The main purpose is to assess perception of 
quality of life among Bhutanese elderly and describe the relationships 
between adverse life experiences, chronic health conditions, spirituality and 
demographic characteristics and quality of life and well-being among senior 
citizens in Bhutan. We would really appreciate you giving us information 
about your adverse life experiences, quality of life and well-being. If you 
agree to participate, the interviewer will ask you about your health 
conditions, spirituality and your social circumstances. We will also ask you 
about your Stressful Life Experiences (SLE) and Adverse Childhood 
Experiences (ACE). 
 
Procedure: 
We are interviewing Bhutanese men and women aged 60 and over. We 
would like to ask you questions in private. This will take 45-60 minutes of 
your time.   
 
Confidentiality: 
If you agree to take part in this interview, all the answers will be 
confidential. In other words, it will be kept private and no identifiable 
information will be revealed, that could identify you personally.   
 
If you have any questions or you prefer not to answer any questions, your 
decision will be respected.  
 
Do you agree to participate?  Yes  No 
Is now a good time to talk?    Yes  No 
Interviewer Name: _____________________; Date of interview: _________ 
Interview ID No.: ________________________ 
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APPENDIX G: QUT ETHICS APPROVAL 
 
312 
312 Appendices 
 
 
 
 
 
 313 
Appendices 313 
APPENDIX H: RESEARCH ETHICS BOARD OF HEALTH (REBH) CLEARANCE 
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APPENDIX I:  APPROVAL LETTER FROM MINISTRY OF HOME AND CULTURE, 
THIMPHU, BHUTAN 
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APPENDIX J: PICTURES FROM THE STUDY SITES AND DATA COLLECTION  
(a)Focus Group Discussion (FGD 1) with elderly male participants 
 
 
 
(b) Focus Group Discussion (FGD 2) with elderly female participants 
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(c) Focus Group Discussion (FGD 3) with elderly participants 
 
 
(d) Principal investigator with the data collectors 
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(e) Meeting of Mayor at the study sites 
 
 
(f) Face-to-face interview with elderly participants 
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(g) Data management and analysis 
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APPENDIX K: CONTENT ANALYSIS 
Overview of the qualitative data analysis 
 
 Qualitative Data (Interviews) 
In-depth Interviews Focus Group Discussions 
Data Transcription 
Content Analysis 
Data Coding 
Inductive Approach 
Emerging themes 
Results:  
Interpretation with interview quotes 
 Lending and seeking help 
 Personal fulfilment/achievement 
 Loss of independence  
 Getting old and nearing death 
 Education 
 Health and maintenance 
 Blessings of spirituality 
 Respect by family/relatives/friends 
 Change in living situation 
 Forced labour contribution 
 Assume adult role 
 Death of close family members 
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Table 1: Summary of the findings from content analysis 
Main theme Manifest Sub-theme 
Satisfaction and dissatisfaction 
with life 
Moderate  Giving and getting help to children 
Major Personal fulfilment 
Most Spiritual life 
Moderate Social issues 
Moderate Psychological issues 
Important aspects of life Majority Education 
Moderate Adequate wealth and properties 
Majority Health and maintenance 
Most Family and integration 
Most Spirituality 
Health problems Majority Musculoskeletal related 
Majority Problems with special senses 
Moderate Heart problems 
Moderate Sorrow  
Significance of spirituality Majority Blessings  
Moderate Pure thoughts and intentions 
Most Accumulation of merits 
Filial piety/respect Most  Family 
Majority  Relatives 
Moderate Friends 
Living situation Majority Community cohesion and cooperation 
Fair Declining culture and tradition 
Adverse childhood experiences Most Forced labour contribution 
Most Difficulty meeting basic needs of life 
Moderate Assume adult role 
Stressful life events Majority Loss of close family members 
Fair Loss of properties 
Source of happiness Most Children and grandchildren 
Moderate Relatives 
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Table 2: Selected Examples of Significant Statements of Elderly People of Bhutan on the Perception of their Quality of Life and Wellbeing 
 
Transcript Key-quotes Sub-theme Main theme 
…….I suffered from the very beginning. I have 
brought up my children without the help from 
anyone. I was serving in the arm force. With the 
help of my meagre monthly salary I brought my 
children up through thick and thin. When I was 
bringing up my children, I thought to myself that 
my suffering is because of the education, which I 
didn’t have it…….I promised to myself and 
through my hard work, living on porridge, I 
enrolled my children into school and brought 
them up…….I was also blessed with children who 
could equally work hard. Because of this, today, 
we are able to stand at least on our own, 
although making donations and sharing are not 
that possible….. 
“Since I couldn’t enrol into school, I had 
difficult time bringing up my children 
especially when I was earning meagre 
salary. I had to work under someone’s 
order since I had no formal education 
background. Thinking that the same 
might happen to my children, I worked 
hard and put all my children into school. 
I was also blessed with children who 
were equally working hard. Today I am 
staying happily with them. They look 
after my welfare.”  
 
Provide support to 
children 
Satisfaction in life 
 
 
 
 
 
 
 
 
 
 
 
 
 
…when I became divorcee I couldn’t sent my 
children to school. This is my biggest regret ….. I 
didn’t enrol them into school, because I was 
worried that there will be no one to look after 
the welfare of the house. .. one of my sons didn’t 
want to be in village and forcefully enrolled 
“When I became divorcee I couldn’t sent 
my children to school. However, one of 
my sons didn’t want to be in village and 
forcefully enrolled himself into school. I 
had difficult time paying his fees. Money 
was scarce and after discussion my 
Receive support 
from children 
Satisfaction in life 
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himself into school… I had difficult time paying 
his fees. Money was scarce and after discussion 
my situation with his head teacher, I ended up 
paying his fees in the form of cash crops and 
locally brewed wine….My youngest son was 
hardworking and intelligent too…his hard work is 
well paid now…. Today my son is the source of 
income who benefits me the most….. 
situation with his head teacher, I ended 
up paying his fees in the form of cash 
crops and locally brewed wine. My son 
was equally hard working and 
intelligent. Today, he benefits me the 
most.”  
…we wanted to live just the two of us together, 
so that we can feed on any means of survival, 
but we have no proper land where we can build 
our hut. Even though we live together with our 
children, yet we hesitate to live with them all the 
time. Because we can be of no contribution to 
them, rather we feed on them all the time like 
parasite. There are lots of hesitations…although 
they are our own sons and daughters, yet they 
are the one who earns and feed us. Even if I 
wanted to have this and that, I cannot order 
them to bring what I wanted. But I can tell to my 
husband. So in life at this stage, situations are 
changing. There is no freedom with what we 
wanted to have. We have to feed on what they 
provide us….. 
“Even though we live together with our 
own children, I hesitate to live with them 
all the time. I cannot be of any 
contribution to them. I have to feed on 
them like parasite. There are lots of 
hesitations. What I wanted to have, I 
cannot order my children to bring it.”  
 
Loss of 
independence 
Dissatisfaction in life 
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…education is very important in one’s life. This is 
because having education is like having a light in 
the darkness. It’s through education that we 
know how to get exposed to outside world. We 
can listen to, talk to people well with education. I 
mean with education we learn how to talk to 
people. For example, if we have education, we 
can read what is written about memorial 
monument near the entrance gate which I don’t 
understand it. Education also helps broaden and 
sharpen ones thinking……. 
“I feel that having education is like 
having light in the darkness. It is only 
through education a person is able to 
travel around the globe and get exposed 
to the world.” 
 
Education  Important aspects of 
life 
…I feel health is an important part of life, since 
whatever you can do depends on the condition 
of your health. It is sure that when your health is 
not good, nothing can be done well…..when your 
health is lost, everything is lost…even coming to 
this monument to engage in my spiritual 
activities depends on my good health. 
Otherwise, I won’t be able to do so. ….. 
“If health is lost, everything is lost to a 
person. There is no possibility of 
anything that can be done well without 
good health. Even for me coming to this 
monument to engage myself in to 
spiritual activities requires good health. 
Otherwise I won’t be able to do so.”  
 
Health Important aspects of 
life 
….religion is very important in our life. At this 
time of our life, there are many ways to relatively 
experience comfort, luxury, happiness, but such 
things do not help at the time of death. When we 
die, it is only Buddha dharma which can assist 
“Besides helping pave road for life after 
death, it also helps discover self and 
become more aware, explore more of 
our own potentials, discover hell and 
heaven within self and teaches the law 
Spirituality Important aspects of 
life 
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the departed soul to rest in peace…..my feeling is 
beside helping pave road for life after death, it 
also helps discover self and become more aware, 
explore more of our own potentials, discover hell 
and heaven within self and teaches the law of 
cause, conditions, and effects…..When I am able 
to circumambulate, prostrate, make offerings 
and able to meet with the realized masters, I get 
happiness, peace of mind, thereby promoting my 
mental wellbeing…… 
of cause, conditions and effects.” 
 
…especially when all the living beings are 
designed to grow old, I think having family 
including spouse, children, grandchildren are 
important in life….there is no one to look after 
my welfare for which I feel sad and sorry about 
myself. When I find other friends being well 
looked after by their children, I envy them. 
Having children of our own is very important and 
not having them affects one’s own wellbeing. It 
is because we don’t live young forever. When we 
grow old, everything deteriorates. Different 
diseases creep into life. Not having children is 
like not having anything in life….  
“There is no one to look after my welfare 
for which I feel sad and sorry about 
myself. When I find other friends being 
well looked after by their children, I envy 
them. Having children of our own is very 
important and not having them affects 
one’s own wellbeing. It is because we 
don’t live young forever. When we grow 
old, everything deteriorates. Different 
diseases creep into life. Not having 
children is like not having anything in 
life.”  
 
Family and 
relationships 
Important aspects of 
life 
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…I went to contribute my labour not only in the 
construction of highway but also in the 
construction of fortress. We have to carry 
enough rations to feed us during the time of 
labour contribution. We were not paid anything. 
Instead we use to receive scolding and at times 
the site supervisor(s) use to flog us. Life was 
difficult especially in those days….we were 
almost treated like animals... 
“I went to contribute my labour not only 
in the construction of highway but also 
in the construction of fortress. We have 
to carry enough rations to feed us during 
the time of labour contribution. We were 
not paid anything. Instead we use to 
receive scolding and at times the site 
supervisor(s) use to flog us. Life was 
difficult especially in those days.” 
Compulsory labor 
contribution 
Adverse childhood 
experiences 
…the most stressful life events that affected me 
the most was the death of my children. It has 
given me lot of pain. I have noticed my body 
being tortured with pregnancies and at the end 
of the day I found them dying helplessly. I lost six 
children in total. Perhaps I had no luck to have 
them alive with me…nothing can help console a 
mother to see their dear ones dying in front of 
you. If the dead child is buried, I felt like going 
there and dig it out…… 
“The most stressful life events that 
affected me the most was the death of 
my children. It has given me lot of pain. I 
have noticed my body being tortured 
with pregnancies and at the end of the 
day I found them dying helplessly. I lost 
six children in total. Perhaps I had no 
luck to have them alive with me.” 
Death of children Stressful life events 
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APPENDIX L: SUPPORTING ANALYSIS 
Table 1: Prevalence of psychological distress among elderly people in Bhutan by gender 
Psychological distress (item wise) 
Male Female Total 
p-value 
Yes  No  Yes  No  Yes  No  
n % n % n % n % n % n %  
Tired for no good reason? 110 58.2 79 41.8 122 82.4 26 17.6 232 68.8 105 31.2 0.000*** 
Nervous? 64 33.9 125 66.1 84 56.8 64 43.2 148 43.9 189 56.1 0.000*** 
So nervous that nothing could calm you down? 14 7.4 175 92.6 13 8.8 135 91.2 27 8.0 310 92.0 0.644 
Hopeless? 92 48.7 97 51.3 86 58.1 62 41.9 178 52.8 159 47.2 0.085 
Restless and fidgety? 95 50.3 94 49.7 93 62.8 55 37.2 188 55.8 149 44.2 0.021* 
So restless you could not sit still? 19 10.1 170 89.9 23 15.5 125 84.5 42 12.5 295 87.5 0.130 
Depressed?  95 50.3 94 49.7 93 62.8 55 37.2 188 55.8 149 44.2 0.021* 
That everything was an effort? 64 33.9 125 66.1 59 39.9 89 60.1 123 36.5 214 63.5 0.256 
So sad that nothing could cheer you up? 12 6.3 177 93.7 19 12.8 129 87.2 31 9.2 306 90.8 0.041* 
Worthless? 83 43.9 106 56.1 76 51.4 72 48.6 159 47.2 178 52.8 0.175 
Psychological distress 143  75.7 46 24.3 132 89.2 16 10.8 275  81.6 62 18.4 0.001** 
Psychological distress 
        Median (min-max) 
 
14.00 (10-30) 
 
17.00 (10-40) 
 
15.00 (10-40) 
 
Level of distress    0.028* 
Low (10-15.99) 91 (48.1) 89 (60.1) 180 (53.4)  
Moderate (16-21.99) 64 (33.9) 46 (31.1) 110 (32.6)  
High (22-29.99) 25 (13.2) 12 (8.1) 37 (11.0)  
Very high (30-50) 9 (4.8) 1 (0.7) 10 (3.0)  
Note: n=Number of participants; *p-value <0.05; **p-value<0.01; ***p-value<0.001; SD=Standard deviation 
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Table 2: Mean scores of the spirituality (item wise) among elderly people in Bhutan by gender 
Social connectedness (item wise) 
Scale 
range 
Male  
(n=189) 
Female 
(n=148) 
Total 
(n=337) 
p-value 
Mean (SD) Mean (SD) Mean (SD)  
I know people who will listen and understand me when I need to talk 1-5 4.05 (0.89) 4.00 (0.89) 4.03 (0.89) 0.626 
I am happy with the friendships I have  1-5 3.95 (0.98) 3.85 (1.09) 3.91 (1.03) 0.403‡ 
I have people with whom I can do enjoyable things  1-5 3.91 (1.01) 3.82 (1.12) 3.87 (1.06) 0.433‡ 
I feel I belong to my community  1-5 4.46 (0.86) 4.30 (0.93) 4.39 (0.89) 0.111 
Total  4-20 16.37 (3.01) 15.97 (3.15) 16.19 (3.08) 0.246 
Note: n=Number of participants; SD=Standard deviation; 
‡
p-value by Welch F-statistics 
 
Table 3: Mean scores of the wellbeing (item wise) among elderly people in Bhutan by gender 
WHO 5 Wellbeing index 
Scale 
range 
Male  
(n=189) 
Female 
(n=148) 
Total  
(n=337) p-value 
Mean (SD) Mean (SD) Mean (SD) 
I have felt cheerful and in good spirit  0-5 3.10 (1.07) 2.66 (1.08) 2.91 (1.10) 0.000*** 
I have felt calm and relaxed 0-5 2.94 (1.13) 2.47 (1.11) 2.74 (1.14) 0.000*** 
I have felt active and vigorous 0-5 3.03 (1.15) 2.76 (1.11) 2.91 (1.19) 0.047‡* 
I woke up feeling fresh and rested 0-5 3.17 (1.16) 2.62 (1.13) 2.93 (1.17) 0.000*** 
My daily life has been filled with things that interest me 0-5 3.14 (1.08) 2.74 (1.10) 2.99 (1.11) 0.000*** 
Total Wellbeing index           
 
5-25 15.43 (4.36) 13.26 (4.59) 14.47 (4.58) 0.000*** 
0-100 61.71 (17.42) 53.03 (18.38) 57.90 (18.34) 0.000*** 
Note: n=Number of participants; SD=Standard deviation; *p-value <0.05; ***p-value<0.001; 
‡
p-value by Welch F-statistics 
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Table 4: Mean score of the health related quality life (item wise) among the elderly people in Bhutan by gender  
Health related quality of life 
Scale  
range 
Male (n=189) Female (n=148) Total (n=337) 
p-value 
Mean (SD) Mean (SD) Mean (SD) 
Physical functioning  1-6 3.94 (1.40) 3.63 (1.31) 3.80 (1.37) 0.036* 
Role limitation  1-4 3.10 (0.76) 2.91 (0.73) 3.02 (0.75) 0.022* 
Social functioning  1-5 3.17 (1.23) 3.01 (1.16) 3.10 (1.20) 0.219 
Pain 1-6 4.41 (1.49) 3.89 (1.47) 4.18 (1.50) 0.001** 
Mental health  1-5 3.95 (1.06) 3.55 (0.95) 3.77 (1.03) 0.000*** 
Vitality 1-5 2.86 (1.00) 2.57 (0.80) 2.73 (0.93)  0.003‡** 
Total HRQOL  0.69 (0.13) 0.64 (0.11) 0.67 (0.13) 0.000‡*** 
Note: SD=Standard deviation; HRQOL=Health-related quality of life; *p-value <0.05;**p-value<0.01; **p-value<0.001;  
‡
p-value by Welch F-statistics 
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Table 5: Proportional distribution of the facets of WHOQOL-BREF among elderly people in Bhutan by gender (n=337) 
WHOQOL 
Male Female Total 
Mean SD Low QOL (%) → High QOL (%) Low QOL (%) → High QOL (%) Low QOL (%) → High QOL (%) 
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 
Overall QOL (Q1) 1.1 14.3 26.5 43.9 14.3 0.7 29.7 25.7 31.8 12.2 0.9 21.1 26.1 38.6 13.4 3.42 0.99 
General Health (Q2) 2.1 25.4 19.6 42.9 10.1 1.4 38.5 20.3 31.8 8.1 1.8 31.2 19.9 38.0 9.2 3.22 1.04 
Physical quality of life     (52.44±12.01)                          (50.01±11.61) 51.37 11.88 
Pain and discomforta 
(Q3) 
20.1 31.2 24.3 20.6 3.7 12.2 25.7 31.1 26.4 4.7 16.6 28.8 27.3 23.1 4.2 2.69 1.12 
Dependence on 
medicationa (Q4) 
34.4 23.3 19.0 18.5 4.8 18.2 30.4 29.7 16.2 5.4 27.3 26.4 23.7 17.5 5.0 2.47 1.21 
Energy and fatigue (Q10) 4.2 32.3 31.2 28.0 4.2 2.0 46.6 29.1 21.6 0.7 3.3 38.6 30.3 25.2 2.7 2.85 0.93 
Mobility (Q15) 0.5 14.3 16.4 54.5 14.3 0.7 20.9 27.0 41.9 9.5 0.6 17.2 21.1 49.0 12.2 3.55 0.94 
Sleep and rest (Q16) 1.1 28.0 13.8 41.3 15.9 0.7 38.5 16.9 34.5 9.5 0.9 32.6 15.1 38.3 13.1 3.30 1.09 
Activities of daily living 
(Q17) 
1.6 22.8 23.8 46.0 5.8 0.7 35.1 23.0 37.2 4.1 1.2 28.2 23.4 42.1 5.0 3.22 0.95 
Work capacity (Q18) 1.1 23.8 26.5 42.9 5.8) 0 34.5 23.6 38.5 3.4 0.6 28.5 25.2 40.9 4.7 3.21 0.93 
Psychological quality of life (63.08±14.36)                     (59.01±15.52) 61.29 14.99 
Positive feeling (Q5) 0 11.6 43.4 41.8 3.2 0 16.2 46.6 33.1 4.1 0 13.6 44.8 38.0 3.6 3.31 0.75 
Feeling that life is 
meaningful (Q6) 
0.5 7.4 23.3 59.8 9.0 0 5.4 31.1 55.4 8.1 0.3 6.5 26.7 57.9 8.6 3.68 0.74 
Concentration (Q7) 1.6 30.7 33.3 25.9 8.5 0.7 38.5 33.1 21.6 6.1 1.2 34.1 33.2 24.0 7.4 3.02 0.96 
Bodily appearance (Q11) 2.6 25.9 16.9 46.6 7.9 2.7 29.1 20.9 37.8 9.5 2.7 27.3 18.7 42.7 8.6 3.27 1.04 
Self-esteem (Q19) 0.5 9.0 23.3 60.3 6.9 1.4 10.8 33.8 46.6 7.4 0.9 9.8 27.9 54.3 7.1 3.57 0.80 
Negative feelingsa 
(Q26) 
1.6 5.3 18.0 45.0 30.2 1.4 10.1 33.8 33.8 20.9 1.5 7.4 24.9 40.1 26.1 3.82 0.95 
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Table 5: Proportional distribution of the facets of WHOQOL-BREF among elderly people in Bhutan by gender (continued...) 
WHOQOL 
Male Female Total  
Mean     SD Low QOL (%) → High QOL (%) Low QOL (%) → High QOL (%) Low QOL (%) → High QOL (%) 
1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 
Social relationships quality of life     (70.79±15.17)  (71.38±16.29)                              71.12 15.79 
Personal relationships 
(Q20) 
0.5 3.2 15.9 60.8 19.6 0.7 5.4 16.2 66.2 11.5 0.6 4.2 16.0 63.2 16.0 3.90 0.73 
Sexual activity (Q21) 1.1 7.4 15.9 41.3 34.4 0 2.0 13.5 52.7 31.8 0.6 5.0 14.0 46.3 33.2 4.07 0.86 
Social support (Q22) 1.1 11.6 23.8 50.8 12.7 1.4 11.5 31.8 45.3 10.1 1.2 11.6 27.3 48.4 11.6 3.58 0.88 
Environment-related quality of life    (68.66±11.87)                   (63.97±12.04) 66.60 12.15 
Physical safety and 
security (Q8) 
4.2 17.5 40.2 32.3 5.8 1.4 25.0 35.8 35.1 2.7 3.0 20.8 38.3 33.5 4.5 3.16 0.90 
Physical environment 
(Q9) 
0.5 3.2 28.6 64.0 3.7 0 4.7 33.1 58.8 3.4 0.3 3.9 30.6 61.7 3.6 3.64 0.63 
Financial resources 
(Q12) 
4.8 18.0 40.7 24.9 11.6 4.7 23.0 41.9 23.0 7.4 4.7 20.2 41.2 24.0 9.8 3.14 1.00 
Opportunities for new 
information (Q13) 
0 15.3 22.8 42.9 19.0 0 20.9 37.2 33.8 8.1 0 17.8 29.1 38.9 14.2 3.50 0.95 
Opportunities for leisure 
activities (Q14) 
0.5 7.4 27.5 43.4 21.2 0 14.2 37.2 39.9 8.8 0.3 10.4 31.8 41.8 15.7 3.62 0.88 
Home environment (Q23)  3.7 20.1 66.7 9.5 2.0 2.0 24.3 65.5 6.1 0.9 3.0 22.0 66.2 8.0 3.77 0.67 
Access to health services 
(Q24) 
0.5 1.6 7.9 66.1 23.8 1.4 1.4 12.8 64.9 19.6 0.9 1.5 10.1 65.6 22.0 4.06 0.68 
Transport (Q25) 0 2.1 16.4 63.5 18.0 0 4.7 27.0 57.4 10.8 0 3.3 21.1 60.8 14.8 3.87 0.69 
Overall QOL  
      Mean (SD) 
      Median (min-max) 
 
90.53 (11.55) 
92.00 (63-118) 
 
86.85 (12.07) 
86.00 (64-112) 
 
88.92 (11.91) 
90.00 (63-118) 
  
Note: SD=Standard deviation; QOL=Quality of life 
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Table 6: Prevalence of common health morbidities among elderly people in Bhutan by gender 
Health 
morbidities 
Male Female Total 
Yes No Don’t know Yes  No Don’t know Yes  No Don’t know 
n % n % n % n % n % n % n % n % n % 
Frequent back pain 114 60.3 74 39.2 1 0.5 112 75.7 35 23.6 1 0.7 226  67.1 109  32.3 2  0.6 
Memory decline 103 54.5 83 43.9 3 1.6 101 68.2 45 30.4 2 1.4 204  60.5 128) 38.0 5  1.5 
Some type of arthritis 104 55.0 81 42.9 4 2.1 93 62.8 50 33.8 5 3.4 197  58.5 131  38.9 9  2.7 
Visual impairment 103 54.5 83 43.9 3 1.6 88 59.5 59 39.9 1 0.7 191  56.7 142  42.1 4  1.2 
Fatigue 87 46.0 99 52.4 3 1.6 83 56.1 64 43.2 1 0.7 170  50.4 163  48.4 4  1.2 
Depression 77 40.7 110 58.2 2 1.1 78 52.7 69 46.6 1 0.7 155  46. 0 179  53.1 3  0.9 
Mobility impairment 74 39.2 114 60.3 1 0.5 79 53.4 68 45.9 1 0.7 153  45.4 182  54.0 2  0.6 
Insomnia 69 36.5 119 63.0 1 0.5 73 49.3 74 50.0 1 0.7 142  42.1 193  57.3 2  0.6 
High BP 69 36.5 71 37.6 49 25.9 66 44.6 50 33.8 32 21.6 135  40.1 121  35.9 81  24.0 
Serious problem 
affecting breathing 
55 29.1 127 67.2 7 3.7 52 35.1 94 63.5 2 1.4 107  31.8 221  65.6 9  2.7 
Hearing problem 47 24.9 139 73.5 3 1.6 38 25.7 109 73.6 1 0.7 85  25.2 248  73.6 4  1.2 
Stomach ulcers 33 17.5 136 72.0 20 10.6 38 25.7 102 68.9 8 5.4 71 21.1 238  70.6 28  8.3 
Gout 26 13.8 157 83.1 6 3.2 28 18.9 118 79.7 2 1.4 54  16.0 275  81.6 8  2.4 
Musculoskeletal 
disorders 
25 13.2 162 85.7 2 1.1 21 14.2 125 84.5 2 1.4 46  13.6 287  85.2 4  1.2 
Any other serious 
medical conditions 
17 9.0 151 79.9 21 11.1 25 16.9 114 77.0 9 6.1  42  12.5 265) 78.6 30  8.9 
Note: n=Number of participants; BP=Blood Pressure 
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Table 6: Prevalence of common health morbidities among elderly people in Bhutan by gender (continued…) 
 
Health 
morbidities 
Male Female Total 
Yes No Don’t know Yes  No Don’t know Yes  No Don’t know 
n % n % n % n % n % n % n % n % n % 
Diabetes 21 11.1 130 68.8 38 20.1 13 8.8 101 68.2 34 23.0 34  10.1 231  68.5 72  21.4 
Asthma 13 6.9 163 86.2 13 6.9 14 9.5 126 85.1 8 5.4 27  8.0 289  85.8 21  6.2 
Skin problems 18 9.5 170 89.9 1 0.5 8 5.4 139 93.9 1 0.7 26  7.7 309  91.7 2  0.6 
Heart disease 11 5.8 121 64.0 57 30.2 5 3.4 100 67.6 43 29.1 16  4.7 221  65.6 100  29.7 
Liver problem  6 3.2 119 63.0 64 33.9 6 4.1 96 64.9 46 31.1 12  3.6 215  63.8 110  32.6 
Tuberculosis 3 1.6 173 91.5 13 6.9 5 3.4 136 91.9 7 4.7 8  2.4 309  91.7 20  5.9 
Stroke 1 0.5 153 81.0 35 18.5 5 3.4 120 81.1 23 15.5 6  1.8 273 81.0 58  17.2 
Kidney disease 4 2.1 141 74.6 44 23.3 2 1.4 108 73.0 38 25.7 6  1.8 249  73.9 82  24.3 
Any type of cancer 1 0.5 139 73.5 49 25.9 3 2.0 116 78.4 29 19.6 4  1.2 255  75.7 78  23.1 
Note: n=Number of participants 
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Table 7: Multiple regression analysis predicting physical QOL (n=330)  
Note: Final Model: R
2
=0.48; Adjusted R
2
=0.46; F (13, 316) =22.290, p-value<0.001 
*p-value<0.05; **p-value<0.01; ***p-value<0.001; VIF=Variance inflation factors 
 
Table 8: Multiple regression analysis predicting psychological QOL (n=330)  
Note: Final Model: R
2
=0.60; Adjusted R
2
=0.59; F (13, 316) =37.026, p-value<0.001 
**p-value<0.01; ***p-value<0.001; VIF=Variance inflation factors 
Variables B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age -0.130 0.067 -0.084 -1.947 0.052 1.135 
Gender -0.493 1.061 -0.021 -0.465 0.642 1.213 
Marital status 1.025 0.543 0.083 1.889 0.060 1.165 
Relationship with 
children 
-1.288 1.218 -0.046 -1.057 0.291 1.171 
Religion 1.780 1.747 0.045 1.019 0.309 1.201 
Place of childhood days 0.593 1.698 0.016 0.349 0.727 1.285 
Education level 0.809 0.457 0.080 1.772 0.077 1.226 
Languages 1.148 0.722 0.076 1.590 0.113 1.392 
Employment status -4.173 0.627 -0.326 -6.655 0.000*** 1.456 
Predictors       
Total health problems -0.708 0.194 -0.221 -3.656 0.000*** 2.219 
Psychological distress -0.400 0.107 -0.190 -3.728 0.000*** 1.573 
Spirituality -1.388 0.461 -0.147 -3.009 0.003** 1.439 
Self-report general 
health conditions 
1.434 0.635 0.120 2.260 0.024* 1.694 
Constant  85.519 9.623  8.887 0.000***  
Variables B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age -0.002 0.073 -0.001 -0.030 0.976 1.116 
Gender -0.097 1.161 -0.003 -0.084 0.933 1.195 
Marital status 2.183 0.612 0.139 3.564 0.000*** 1.218 
Relationship with 
children 
0.139 1.423 0.004 0.098 0.922 1.304 
Place of childhood days 2.212 1.874 0.047 1.180 0.239 1.288 
Education level 0.847 0.506 0.066 1.672 0.096 1.240 
Languages 1.420 0.793 0.074 1.792 0.074 1.368 
Employment status -3.224 0.683 -0.199 -4.722 0.000*** 1.419 
Predictors       
Total health problems -1.056 0.199 -0.261 -5.297 0.000*** 1.933 
Psychological distress -0.967 0.119 -0.365 -8.125 0.000*** 1.605 
Spirituality -1.757 0.473 -0.147 -3.713 0.000*** 1.248 
Social connectedness 0.895 0.208 0.181 4.311 0.000*** 1.410 
Experience of memory 
decline 
-1.058 0.322 -0.123 -3.285 0.001** 1.111 
Constant  86.800 9.450  9.185 0.000***  
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Table 9: Multiple regression analysis predicting social relationships QOL (n=328)  
Note: Final Model: R
2
=0.38; Adjusted R
2
=0.36; F (11, 316) =17.682, p-value<0.001 
*p-value<0.05; **p-value<0.01; ***p-value<0.001; VIF=Variance inflation factors 
 
Table 10: Multiple regression analysis predicting environmental-related QOL 
(n=330)  
Note: Final Model: R
2
=0.48; Adjusted R
2
=0.45; F (13, 316) =22.018, p-value<0.001 
 *p-value<0.05; **p-value<0.01; ***p-value<0.001; VIF=Variance inflation factors 
 
 
 
Variables B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age 0.081 0.093 0.041 0.863 0.389 1.139 
Gender 0.805 1.468 0.027 0.549 0.584 1.197 
Marital status 1.586 0.780 0.100 2.033 0.043* 1.243 
Relationship with 
children 
1.873 1.774 0.053 1.056 0.292 1.275 
Religion 4.637 2.267 0.093 2.045 0.042* 1.049 
Place of childhood days -2.122 2.350 -0.045 -0.903 0.367 1.247 
Education level -0.288 0.616 -0.022 -0.467 0.641 1.156 
Languages 0.858 0.998 0.044 0.859 0.391 1.363 
Employment status -4.986 0.779 -0.305 -6.397 0.000*** 1.159 
Predictors       
Social connectedness 1.976 0.265 0.396 7.456 0.000*** 1.441 
Self-rate general 
health 
2.283 0.792 0.150 2.884 0.004** 1.377 
Constant  26.039 10.029  2.596 0.010  
Variables B SEB β t-value p-value VIF 
Final Model       
Controlled factors       
Age 0.063 0.067 0.040 0.943 0.346 1.106 
Gender -1.272 1.079 -0.053 -1.179 0.239 1.205 
Marital status 0.817 0.567 0.065 1.442 0.150 1.224 
Relationships with 
children 
3.069 1.319 0.108 2.327 0.021* 1.309 
Religion -2.870 1.677 -0.072 -1.711 0.088 1.065 
Place of childhood days 2.286 1.722 0.061 1.327 0.185 1.271 
Education level 0.818 0.449 0.080 1.820 0.070 1.172 
Languages 1.604 0.730 0.105 2.197 0.029* 1.368 
Employment status -1.570 0.621 -0.121 -2.528 0.012* 1.373 
Predictors       
Total health problems -1.030 0.198 -0.317 -5.208 0.000*** 2.227 
Psychological distress -0.522 0.109 -0.245 -4.771 0.000*** 1.583 
Social connectedness 0.779 0.193 0.197 4.039 0.000*** 1.426 
Medications 3.748 1.183 0.149 3.169 0.002** 1.330 
Constant  56.661 7.561  7.494 0.000***  
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Table 11: Relationship between cumulative ACEs and total health problems  
Adverse childhood 
experiences (ACEs) 
Sample 
size 
Total health 
problems 
Mean (SD) 
df F p-value n2 
ACEs including 
“Bhutan-specific”  
a0-2 
b3 
  4 
 5-6 
 7-11 
 
 
60 
57 
63 
86 
71 
 
 
5.27 (3.68) 
5.28 (3.58) 
6.35 (3.86) 
6.64 (3.42) 
7.42 (3.52) ab 
4,332 4.298 0.002** 0.05 
“Bhutan-specific” 
ACEs 
a0-1 
 b2 
  3 
 
 
95 
99 
143 
 
 
4.83 (3.55) 
5.86 (3.18) 
7.52 (3.67)ab 
2,334 17.929 0.000*** 0.10 
Note: **p-value <0.01; ***p-value<0.001; SD=Standard deviation; SLE=Stressful life events 
ab
Tukey’s HSD post hoc tests at significance level of 0.05 
 
 
Table 12: Relationship between distal and proximal SLEs with total health 
problems  
Stressful Life 
Events (SLEs) 
Sample 
size 
Total health 
problems 
Mean (SD) 
df F p-value n2 
Distal SLEs  
a1-5 
b6-7 
  8-9 
 10-14 
 
88 
90 
97 
62 
 
4.35 (2.97) 
5.54 (3.30) 
7.31 (3.65)ab 
8.45 (3.49)ab 
3,333 22.814 0.000*** 0.17 
Proximal SLEs 
a0  
  1 
  2-5 
 
140 
130 
67 
 
4.86 (3.26) 
7.00 (3.56)a 
7.82 (3.69)a 
2,334 21.095 0.000*** 0.11 
Note: ***p-value<0.001; SD=Standard deviation; SLE=Stressful life events 
ab
Tukey’s HSD post hoc tests at significance level of 0.05 
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Table 13: Relationship between socio-demographic characteristics and social 
connectedness Bhutan 
Socio-demographic 
characteristics 
Sample 
size 
Social 
connectedness  
Mean (SD) 
df t- 
value 
p-value n2 
Gender 
Male 
Female 
 
189 
148 
 
16.37 (3.014) 
15.97 (3.154) 
335 1.161 0.246 0.00 
Relationships with children  
Very good 
Not so good 
 
253 
78 
 
16.96 (2.506) 
13.92 (3.364) 
329 -7.378 0.000*** 0.14 
Religion 
Buddhist 
Non-Buddhist 
 
304 
33 
 
16.10 (3.155) 
17.09 (2.067) 
335 -2.472 0.017* 0.02 
Place most childhood 
days spent 
Village 
Not in village 
 
 
298 
39 
 
 
16.16 (3.067) 
16.41 (3.193) 
335 -0.469 0.640 0.00 
Education level 
No formal schooling 
Some form of schooling 
 
285 
52 
 
16.13 (3.077) 
16.54 (3.090) 
335 -0.880 0.379 0.00 
Total family members 
living together 
≤ 5 family members 
≥ 6 family members  
 
 
185 
152 
 
 
16.10 (3.195) 
16.31 (2.935) 
335 -0.628 0.530 0.00 
Note: SD=Standard deviation; *p-value <0.05; ***p-value<0.001 
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Table 13: Relationship between socio-demographic characteristics and social 
connectedness (continued…) 
 
Socio-demographic 
characteristics 
Sample 
size 
Social 
connectedness  
Mean (SD) 
df F- 
value 
p-value n2 
Age of the participants 
60-69 years 
70-79 years 
≥ 80 years 
 
143 
132 
62 
 
16.61 (2.936) 
15.80 (3.257) 
16.08 (2.927) 
2,334 2.466 0.086 0.01 
Current marital status 
aMarried 
 Widowed  
 Not married 
 
179 
26 
132 
 
17.15 (2.404) 
14.92 (3.654)a 
15.14 (3.348)a 
2, 
175.71 
 
19.592† 0.000*** - 
Age of first marriage  
<18 years 
18-20 years 
21-24 years 
≥ 25 years 
 
80 
97 
105 
43 
 
15.75 (3.160) 
16.12 (2.997) 
16.43 (2.941) 
16.44 (3.340) 
3,321 0.869 0.458 0.01 
Age at first child born  
<18 years 
18-20 years 
21-24 years 
≥ 25 years 
 
31 
81 
95 
106 
 
15.97 (3.082) 
15.91 (3.155) 
16.19 (2.990) 
16.62 (2.896) 
3,309 0.981 0.402 0.01 
Language spoken 
Speak 1 of 4 languages 
Speak 2 of 4 languages 
Speak 3 to all 4 languages 
 
188 
87 
62 
 
16.19 (3.110) 
15.79 (3.278) 
16.76 (2.609) 
2,334 1.788 0.169 0.01 
Total children alive 
≤3 children 
4-5 children 
≥6 children 
 
116 
116 
105 
 
16.28 (3.286) 
16.34 (2.896) 
15.92 (3.047) 
2,334 0.593 0.553 0.00 
Employment status 
Employed 
Home maker 
Not employed 
 
155 
51 
131 
 
16.41 (2.837) 
16.47 (2.361) 
15.82 (3.546) 
2, 
152.81 
 
1.408† 0.248 - 
Note: ***p-value<0.001; SD=Standard deviation; 
†
Welch F-statistic; 
 
a
Games-Howell post hoc tests at significance level of 0.05;  n
2
=Effect size
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Table 14: Relationship between socio-demographic characteristics and adverse 
childhood experiences (ACEs) including Bhutan specific 
Socio-demographic 
characteristics 
Sample 
size 
ACEs  
 
“Bhutan-
specific” ACEs 
Distal SLE  
 
Mean (SD) Mean (SD) Mean (SD) 
Gender pf the participants 
Male 
Female 
 
189 
148 
 
4.84 (2.29) 
4.20 (2.20)** 
 
2.09 (0.97) 
2.01 (1.01) 
 
6.82 (2.60) 
7.68 (2.52)** 
Relationships with children  
Very good 
Not so good 
 
253 
78 
 
4.33 (2.22) 
5.24 (2.29)** 
 
1.98 (1.00) 
2.29 (0.94)* 
 
6.76 (2.401) 
8.74 (2.641)*** 
Religion 
Buddhist 
Non-Buddhist 
 
304 
33 
 
4.51 (2.28) 
4.97 (2.10) 
 
2.03 (1.00) 
2.24 (0.87) 
 
7.31 (2.56) 
6.18 (2.77)* 
Place of most childhood days spent 
Village 
Not in village 
 
298 
39 
 
4.69 (2.23) 
3.54 (2.28)* 
 
2.16 (0.94) 
1.21 (0.95)*** 
 
7.39 (2.58) 
5.72 (2.33)*** 
Total family members living together 
≤ 5 family members 
≥ 6 family members  
 
185 
152 
 
4.53 (2.15) 
4.59 (2.40) 
 
2.15 (0.94) 
1.50 (1.04) 
 
6.92 (2.67) 
7.54 (2.48)* 
Education level 
No formal schooling 
Some form of schooling 
 
285 
52 
 
4.69 (2.27) 
3.83 (2.12)* 
 
2.06 (0.97) 
2.04 (1.01)*** 
 
7.39 (2.53) 
6.13 (2.74)** 
Age of the participants 
60-69 years 
70-79 years 
≥ 80 years 
 
143 
132 
62 
 
4.36 (2.16) 
4.61 (2.34) 
4.90 (2.33) 
 
2.03 (0.98) 
2.05 (0.98) 
2.11 (1.03) 
 
7.06 (2.73) 
7.28 (2.60) 
7.35 (2.29) 
Current marital status 
Married 
Widowed  
Not married 
 
179 
26 
132 
 
4.41 (2.24) 
5.12 (2.32) 
4.64 (2.29) 
 
1.94 (1.02) 
2.00 (1.02) 
2.21 (0.93) 
 
6.67 (2.51) 
7.92 (3.01)a 
7.77 (2.50) 
Total children alive 
≤3 children 
4-5 children 
≥6 children 
 
116 
116 
105 
 
4.43 (2.19) 
4.34 (2.23) 
4.94 (2.37) 
 
1.97 (1.02) 
2.04 (0.96) 
2.16 (0.97) 
 
6.73 (2.51) 
7.22 (2.59) 
7.69 (2.64)a 
Language spoken 
aSpeak 1 of 4 languages 
bSpeak 2 of 4 languages 
Speak 3-4 languages 
 
188 
87 
62 
 
4.61 (2.22) 
4.87 (2.36) 
3.95 (2.19)b 
 
2.13 (0.96) 
2.17 (0.93) 
1.66 (1.07)ab 
 
7.31 (2.54) 
7.62 (2.72) 
6.27 (2.42)ab 
Work status 
Employed 
Home maker 
Unemployed 
 
155 
51 
131 
 
4.34 (2.37) 
4.92 (2.48) 
4.67 (2.03) 
 
1.72 (1.02) 
2.06 (0.93) 
2.44 (0.82)ab 
 
6.83 (2.52) 
6.45 (2.55) 
7.93 (2.56)ab 
Note: *p-value <0.05; **p-value <0.01; ***p-value<0.001; SD=Standard deviation; ACE=Adverse 
childhood experiences; 
ab
Tukey HSD post hoc tests at significance level of 0.05. 
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Table 15: Association between socio-demographic characteristics and the total 
health problems among elderly people in Bhutan 
Socio-demographic  
characteristics 
Sample 
size 
Total health 
problems 
Psychological 
distress 
Mean (SD) Mean (SD) 
Gender 
Male 
Female 
 
189 
148 
 
5.71 (3.59) 
6.99 (3.65)** 
 
15.19 (5.13) 
17.11 (6.20)* 
Relationships with children  
Very good 
Not so good 
 
253 
78 
 
5.74 (3.52) 
8.04 (3.69)*** 
 
15.12 (5.10) 
18.68 (6.33) *** 
Religion 
Buddhist 
Non-Buddhist 
 
304 
33 
 
6.39 (3.71) 
5.24 (3.10) 
 
15.97 (5.79) 
16.58 (4.88) 
Place of most childhood days 
spent 
Village 
Not in village 
 
 
298 
39 
 
 
6.43 (3.62) 
5.08 (3.86)* 
 
 
16.28 (5.81) 
14.15 (4.41)* 
Education level 
No formal schooling 
Some form of schooling 
 
285 
52 
 
6.51 (3.58) 
5.02 (3.91)** 
 
16.22 (5.72) 
15.02 (5.54) 
Total family members living together 
≤ 5 family members 
≥ 6 family members  
 
185 
152 
 
6.13 (3.47) 
6.45 (3.90) 
 
15.98 (5.74) 
16.09 (5.67) 
Age of the participants 
a60-69 years 
b70-79 years 
  ≥ 80 years  
 
143 
132 
62 
 
5.59 (3.53) 
6.92 (3.77)a 
6.65 (3.54) 
 
15.84 (5.99) 
15.97 (5.17) 
16.61 (6.13) 
Current marital status 
aMarried 
 Widowed  
  Not married 
 
179 
26 
132 
 
5.74 (3.69) 
7.46 (3.57)a 
6.77 (3.56) 
 
15.06 (5.02) 
17.31 (6.14)a 
17.11 (6.26) 
Total number of children alive 
≤ 3 children 
4-5 children 
≥ 6 children 
 
116 
116 
105 
 
5.90(3.34) 
6.52(3.69) 
6.43(3.98) 
 
16.07 (6.34) 
15.91 (5.13) 
16.12 (5.61) 
Language spoken 
aSpeak 1 of 4 languages 
bSpeak 2 of 4 languages 
  Speak 3 to all 4 languages 
 
188 
87 
62 
 
6.41 (3.48) 
6.84 (3.80) 
5.06 (3.82)ab 
 
16.23 (5.87) 
16.56 (5.51) 
14.68 (5.32) 
Work status 
aEmployed 
bHome maker 
Unemployed 
 
155 
51 
131 
 
4.90 (3.17) 
5.63 (2.76) 
8.16 (3.73)ab 
 
15.64 (6.53) 
16.33 (4.89) 
16.38 (4.89) 
Note: n=number of participants; *p-value <0.05; **p-value <0.01;  ***p-value<0.001;  
SD=Standard deviation; ACE=Adverse childhood experiences;  
ab
Tukey HSD and Games-Howell post 
hoc tests at significance level of 0.05 
